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An 
ORAL preparation 
for the effective 
treatment of 
trichomona! infections 





in femaies 
and maies 


Clinical evaluation has shown that a simple regime of 
treatment—a short course of tablets administered orally- 
will eradicate the trichomonads in a great majority of 
cases, even in many long standing infections. 


‘Fiagy!’ tablets are supplied in containers of 21 x 200 mg. 
This “Prescriber unit’ provides the correct number of 
tablets for a complete course of treatment. 


MANUFACTURED BY 
MAY & BAKER LTD Detailed information ts available on request 
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the first READY-PREPARED 
suspension of potassium penicillin V 


Oral penicillin therapy makes another notable advance 
with the introduction of ‘Distaquaine’ V-K Suspension 
This is the first ready-prepared suspension of 

potassium penicillin V—-the highly efficient oral penicillin 
already widely prescribed in ‘Distaquaine’ V-K Tablets 

Now, with the introduction of ‘DQV-K’ Suspension, the 
benefits of potassium penicillin V are made conveniently 
available to all your patients, from the youngest to the 
oldest. Smooth in consistency and particularly pleasant to 
take, ‘DQV-K’ Suspension is fully effective in teaspoon doses 


p Py A» °4) 0. SUSPENSION 


Distaquaine V-K Suspension is 
available in bottles of 60 mi 
(approx. 2 fi. oz.). Each 5 mi 
teaspoonful contains 125 meg 
penicillin V, as potassium salt 
3asic cost to N.H.S 8s. 10d. per 
bottle 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, 8.W.19 
Telephone: LIiBerty 6600 Owners of the trade mark *Distaquaine’ rru 16 59D 
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Prophylaxis of 
ATHLETE’S FOOT 


MONPHYTOL, a volatile, colourless paint, easily applied in 
a weekly routine, effectively eradicates any dormant fungus 
and prevents re-infection 

Monilial Paronychia, normally an intractable condition, also 


responds with immediate symptomatic relief and rapid healing 


Indications 
MONILIASIS (Yeasts), Chronic Paronychia,* Intertrigo, 
(1955), 2. 1623, 


Erosio interdigitalis. *See Brit. Med. J 
for use of Monphytol in this condition 


TINEA (Fungi), Tinea Pedis, Tinea cruris, Tinea circinata, 
Tinea unguium 

N.H.S. price 3/5 per bottle, with brush 

Prescribable on Form E.C.1 


MONPHYTOL Active constituents per 100 ml. Boric Acid B.P 


2 gm.: Chlorbutol B.P. 3 gm.: Methyl Salicylate 
— B.P. 18 ml. Salicylic Acid B.P. 12 gm.: Unde- 
Regd. Trade Mark cylenic Acid B.P. 5.5 ml 


ee Literature and samples for both products gladly sent on request—— 


EAR WAX Removed this easy way 


The removal of wax from the external auditory 
meatus has, in the past, normally entailed atten- 
dance by the patient for diagnosis and the 
application of a loosening agent, followed by a 
second visit for syringing. With CERUMOL, 
wax can be removed in most cases at one visit 


CERUMOL is anti-bacterial, non-irritating and 
harmless to the lining of the external ear or the 
tympanic membrane. 


PACKS for Surgery Use: Dropper Vial (Basic 
N.H.S. price 2/8) ; for Hospital Use - 2 oz. bottles. 


Active constituents per 100 ml * E R U M @) L 


p-dichlorobenzene B.P.C. 2 gm.: Benzocaine B.P. 2 gm Regs TRACE Ma 
Chiorbutol B.P. 5 gm.: Ol. Terebinth B.P. 15 mi 


LABORATORIES FOR APPLIED BIOLOGY LTD. 
91 Amhurst Park, London, N.16. Telephone : STAmford Hill 2252/3 
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———— Just Published — 


SHAW'’S TEXTBOOK OF OPERATIVE GYNAECOLOGY 
Revised by JOHN HOWKINS, M.D., M.S., F.R.C.S., F.R.C.0.G. 
Second Edition 492 pages 467 illustrations £5. Ss. 


“It is stimulating and indeed refreshing to read such a book for it contains a 
wealth of surgical common sense and surgical detail. A great work of which 
British surgeons and gynaecologists may well be proud.’’—British Journal of Surgery. 








CONTRIBUTIONS TO OBSTETRICS & GYNAECOLOGY 
By V. N. SHIRODKAR, M.D.(Bom.), F.R.C.S.(Eng.), F.A.C.S 
167 pages 200 illustrations 37s. 6d. 


An invaluable exposition, beautifully illustrated, in the art of obstetrics and 
gynaecology by this world famous Indian surgeon 


OBSTETRICAL AND GYNAECOLOGICAL PATHOLOGY 
FOR POSTGRADUATE STUDENTS 
By R. E. REWELL, M.D.(Lond.), M.R.C.P. 
447 pages 252 illustrations 50s. 


This, the first British book on the subject, gives a concise survey of up-to-date 
knowledge and wil! be invaluable to candidates for the M.R.C.O.G. examination 


xK=——E. & S. LIVINGSTONE, LTD., EDINBURGH, I——~+ 
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PATHOGENESIS & TREATMENT OF OCCLUSIVE 
ARTERIAL DISEASE 


The Proceedings of a Conference held at the Royal College of Physicians 
of London, | 3th-!4th November 1959 


“All four sections are stimulating In many respects this is the best review of 
the subject available for the general practitioner.”’—-Practitioner 25s. net 


MANUAL OF SKIN DISEASES 
By Gordon C. Sauer, M.D 
4 clear, short, lavishly illustrated reference book on dermatology for the general 
practitioner. The work is essentially practical and is arranged without frills. A 
most valuable book for the general practitioner 70s. net 


PITMAN MEDICAL PUBLISHING CO. LTD. 
39 PARKER STREET LONDON W.C.2 
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A major expansion of 
Cassell Medical Books 


JUST PUBLISHED 








PREMATURITY 
by BERYL CORNER, M.D., F.R.C.P. 
624 pp., Sm. Royal 8vo, 72 pp. half-tone illus., 4 colour plates, £5 Ss. net 


HYPOTHERMIA 
by KEITH COOPER, M.Sc., M.B., B.S., and DONALD ROSS, F.R.C.S. 
128 pp., Medium 8vo, 8 pp. half-tone illus., 18/6 net 


STUDENT’S GUIDE TO OBSTETRICS AND GYNACOLOGY 
by C. J. DEWHURST, M.B., F.R.C.S.(Edin.), M.R.C.O.G. 
224 pp., Crown 8vo, 30 line illustrations, 16/- net 


SEPTEMBER 8 
CLINICAL PSYCHIATRY 
by W. MAYER-GROSS, ELIOT SLATER and MARTIN ROTH 
SECOND EDITION, COMPLETELY REVISED 
684 pp., Crown 4to, illustrated, 63/- net 


DILLING’S CLINICAL PHARMACOLOGY 
Revised by STANLEY ALSTEAD, C.B.E., M.D., F.R.F.P.S. 
F.R.C.P.(Lond.), F.R.C.P.(Edin.), F.R.S.(Edin.) 
TWENTIETH EDITION, COMPLETELY REVISED 

696 pp., Crown 8vo, 30/- net 


SEPTEMBER 22 


THE PRACTITIONER’S HANDBOOK 
Edited by W. A. R. THOMSON, M.D. 
712 pp., Crown 4to, 63/- net 


OCTOBER 10 


THE EAR, NOSE AND THROAT DISEASES OF CHILDHOOD 
by J. F. BIRRELL, M.D., F.R.C.S.E. 
392 pp., Medium 8vo, 116 illustrations, 50/- net 


TROPICAL DISEASES 
SIR PHILIP MANSON-BAHR, C.M.G., D.S.O., M.D., D.T.M. and H., F.R.C.P. 
FIFTEENTH EDITION, COMPLETELY REVISED 
1,168 pp., Demy 8vo, illustrated, 84/- net 
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PANMINERVA MEDICA 


THE JOURNAL OF THE ITALIAN MEDICAL ASSOCIATION 
MONTHLY REVIEW OF ITALIAN MEDICINE 
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MEDICINE 
Cardiovascular Diseases in Diabetes Mellitus 
By M. Bufano( from the Institute of Medical 
Semeiotics, University of Rome) 
Congenital Deficiency of 
(Owren’s Disease) 
By F. Gobbi, E. Ascari, U. Barbieri (from 
the Department of Medical Patholog) 
University of Modena) 


Proaccelerin 


IMMUNOLOGY 
Humoral Antibody Immunity and Cellular 
Refractoriness in Poliomyelitis (the Im- 
munizing Biological Plurivalent Effects 
Produced by Salvioli’s Antitubercular 
Spreading Vaccine [V.D.S.] ) 
By G. Salvioli (from the Pediatric Clinic, 
University of Bologna) 


ENDOCRINOLOGY 
Effect of Cortisone and Testosterone on 
Autologous Osteocartilaginous and Bone 
Transplants in the Rat 
By C. Cavallero, C. E. Pini, E. Casella 
(from the Institute of Pathological Histo- 
logy, University of Pavia and the Italian 
Stomatological Institute, Milan) 


DERMATOLOGY 
Origin and Significance of Certain Haema- 
tological Aspects of Malignant Erythe- 
mato-Visceritis 
By M. Tamponi (from the Clinic of Derma- 
tology, University of Parma) 


INFECTIOUS DISEASES 
New Discoveries in the Clinical Medicine of 
Ankylostomiasis 
By L. Cannavé (from the Clinic of Infectious 
Diseases and Tropical and Sub-tropical 
Diseases, University of Messina) 


UROLOGY 
Effect of Ganglionectomy on Bladder Function 
By N. Zinicola, N. Calavita (from the 
Institute of Special Surgical Pathology 
and Clinical Propadeutics, University of 
Genoa) 


BIOCHEMISTRY 
Aspects of the Biosynthesis of Cholesterol and 
Fatty Acids 
By R. Paoletti, P. Paoletti, R. Vertua (from 
the Institute of Pharmacology, Univer- 
sity of Milan) 


SUBJECT OF THE MONTH 


4 Survey of the Italian Literature on Gastro- 
enterology 


MEETINGS 
Eighth Congress of the Italian Society of 
Diseases of the Metabolism 


ITALIAN MEDICAL ABSTRACTS 
Adrenal Glands — Asbestosis — Bone — 
Brain Diabetes — Enzymes — Kidney 

Isotopes Leukaemia — Jaundice 

Poliomyelitis — Thyroid — Gland 
Urethra 

Medicine in Pictures — Book Reviews 
In Italy Now 


SPECIAL CONCESSION RATE FOR SUBSCRIBERS TO 
THE PRACTITIONER 
Arrangements have been made for subscribers to The Practitioner to 
receive monthly, direct from Turin, Italy, Panminerva Medica at a reduced 


annual subscription. 


his is £2 10s. instead of the usual subscription rate of 
£3 10s. (No single copies supplied.) 


Orders for Panminerva Medica, accompanied by remittance (for 


£2 10s.) should be sent to: 











The Publisher (Dept. P9}, THE PRACTITIONER, 5 Bentinck St., London, W.1 
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NEW & RECENT Churchill ISSUES 


CLINICAL DISORDERS OF THE PULMONARY CIRCULATION 
Edited by RAYMOND DALEY, M.A., M.D., F.R.C.P., J. F. GOODWIN, M.D., F.R.C.P., and 
R. E. STEINER, M.D., M.R.C-P., F.F.R. 
133 iMlustrations 75s. 
VALVULAR DISEASE OF THE HEART IN A SHORT TEXTBOOK OF MIDWIFERY 
as eo BEDFORD, M.D., M.R.CP., and F. | New (Seventh) Edition. By G. F. GIBBERD, M.B., 
CAIRD, D.M., M.R.C.P M.S., F.R.C.S., F.R.C.0.G. 
38 Illustrations 3s. 200 Illustrations Mes. 


A New Book CLINICAL PHARMACOLOGY Just Ready 
By D. R. LAURENCE, M.D., M.R.C.P., and R. MOULTON, M.B. 











About 42s. 


PRACTICAL PROCEDURES A PRACTICE OF GENERAL 

IN CLINICAL MEDICINE DEAFNESS ANAESTHESIA FOR 

Biochemical and Radiological by | o BALLANTYNE NEUROSURGERY 

New (Third) Edition. By R. |. F.R.C.S., D.L.0 MRES FEARCS. ond 
BAYLISS, M.A., M.D., F.R.C.P 71 tlustrations 25s. IAN JACKSON, M.R.C.S., D.A 
54 Illustrations 42s. 68 Illustrations 27s. 6d. 


New from U.S.A. 


SURGERY PRINCIPLES OF ORTHOPAEDIC SURGERY 
New (Fifth) Edition. Edited by SELWYN TAYLOR Revised Edition. By P. C. COLONNA, 


Latest ‘Recent Advances’ | 
| 
M.A., D.M., M.Ch., F.R.C.S 500 Illustrations (10 in colour) 150s. 


160 Illustrations 60s. CANCER AND ALLIED DISEASES OF 
INFANCY AND CHILDHOOD 
By |. M. ARIEL, M.D., F.A.C.S., and G. T. PACK, 
M_D., F.A.C.S 
318 IMustrations 160s. 


PUBLIC HEALTH 
New (Second) Edition. By Jj. L. BURN, M.D., D.P.H 
54 Illustrations 40s. 





J). & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.!I 








Pharmaceutical Pocket Book 


17th Edition 1960 


This new book contains much of interest to the general medical prac- 
titioner. Under headings such as: posology; symptoms and antidotes in cases 
of poisoning and treatment in special cases: food and diet; biochemical analy- 
sis; terms used in pharmacology, radiology and in foreign prescriptions; and 
B.P. “Approved Names” and their synonyms, there is a wealth of information 
which is not available in any other single publication. 


The book also deals with dispensing techniques, forensic pharmacy, 
physical constants, and includes a wide range of miscellaneous data. 


Pp. xii+576 Price 30s. (post 1s. 3d., overseas 2s. 3d. 


THE PHARMACEUTICAL PRESS 


17 Bloomsbury Square, London, W.C.1 














THE PRACTITIONER 











ELEMENTS OF HOMCOPATHY 


M.B., B.S.(Lond.), F.R.C.S.(Edin.), M.F.Hom. 


PRICE 2/6 POST FREE 


The above with other homceopathic literature approved 


by the Faculty of Homceopathy obtainable from the 


BRITISH HOMCOPATHIC ASSOCIATION 
27a DEVONSHIRE STREET, LONDON, W.1I 
and all suppliers of Medical Books 














The Medical Service of 
The Royal Navy Ulcer pain? 


Vacancies for Medical Officers 


Candidates are invited, for Short Service 
Commissions of 3 years, on termination 


of which a gratuity of £690 (tax free) is 
payable. Ample opportunity is granted for 
transfer to Permanent Commissions on 
completion of one year’s total service. 
Officers so transferred are paid instead a 
grant of £1,500 (taxable). 


All entrants are required to be British 
subjects whose parents are British sub- 
jects, medically qualified, physically fit 
and to pass an interview. Agreeable basic therapy by 

Full particulars from: cg tec _— ng 
THE ADMIRALTY osis, maintains vitamin and 


MEDICAL DEPARTMENT phosphorus absorption. 
Packet of 50—basic N.H.8 


QUEEN ANNE’S MANSIONS price 2/- 
ST. JAMES’S PARK ~- LONDON, S.W.! i ee Gelb cant 
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S Grune & Stratton Publications 


THE INTERNATIONAL SOCIETY OF HEMATOLOGY 
PROCEEDINGS OF THE SEVENTH CONGRESS 


Vol. I: Reports, 554 pages, illustrated. Vol. II: \st part Communications, 820 
pages, illustrated. Vol. Ill: 2nd part Communications, 860 pages, illustrated. 
Vol. 1V: Symposia 210s. the set (boxed) 
CLINICAL ENDOCRINOLOGY, VOL. IL 
Edited by E. B. ASTWOOD, M.D. 
744 pages. 169 illustrations 132s. 
CARDIAC AUSCULTATION 
Including Audio-Visual Principles 
2nd revised and enlarged edition 
by J. S. BUTTERWORTH, M.D., M. R. CHASSIN, M.D., 
100 pages. R. McGRATH, M.D., and E. H. REPPERT, M.D. 44s. 
DIAGNOSIS AND TREATMENT OF TUMOURS 
OF THE CHEST 
edited by D. M. SPAIN, M.D. 
370 pages. 384 charts and illustrations 
LEUKOCYTE ANTIGENS AND ANTIBODIES 
by R. WALFORD, M.D. 
150 pages. 7 illustrations 


15-16 Queen Street, London, W.1" 
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- rae eeceoeoeoeeeeeen Just Published 


SOCIAL REHABILITATION 
of the SUBNORMAL 


By H. C. GUNZBURG, »M.A., Ph.D., F.B.Ps.S. 


Consultant Psychologist, Director of Psychological Services, 
Monyhull Hall, Birmingham; Editor, British Journal of 
Subnormality. 

This book is concerned with the problem of the subnormal adult person who 
has become a social failure and indicates, in practical terms, what can be done 


to give such people a better chance of successful adjustment to the demands of 
society when they leave an institution after a period of training and treatment. 


Firstly, it deals with that type of subnormal, the dullard, who has, so far, 
received scanty treatment in textbooks, and secondly, it reflects the realistic 
optimism now characteristic of many progressive institutions. 


282 pages, 16 illustrations, 16 plates. 27s. 6d., postage 1s. 9d. 


BAILLIERE, TINDALL & COX 
7 & 8 HENRIETTA STREET °© LONDON - Wee 





THE PRACTITIONER 











a late 
holiday? 


There is no better way of 
spending a late summer 
or autumn holiday than to 
tour with your car on 

the Continent 


The Silver City Air Ferry 
offers a choice of four 
year-round cross-Channel 
routes for cars and 
passengers to France 

and Belgium. 


You can be on the road in 
France in half-an-hour 
after leaving England and 
from October 1 specially 
reduced off-peak vehicle 
fares are available 


SILVER CITY 
AIR FERRY 


Details from your Travel Agent. 

the A.A., R. A.C. or direct from 
Silver City Airways Ltd. 
62, Brompton Road, 
London, S.W.3 
Kensington 4567 





The Royal London 
Homeopathic Hospital 


Great Ormond Street and Queen Square 
London, W.C.1 


Course of Instruction in the Principles 
and Practice of Homceopathy for 
Medical Practitioners and Senior 
Students of Medicine. 

These lectures, which commence on 
the 7th October, 1960 are given under 
the auspices of the Homceopathic 
Research and Educational Trust, and 
deal with the subjects required for 
examination for the Diploma of The 
Faculty of Homceopathy. 


Fee for registered medical practitioners 
£10 10s. per session, medical students 
admitted without charge. Scholarships 
and Grants to enable doctors to attend 
this Course are offered by The Homceo- 
pathic Research and Educational Trust. 


Full particulars can be obtained on appli- 
cation to the Dean of The Education Course 
at the Hospital. 























‘USA. 


New Britain General Hospital 
New Britain 
Connecticut 





Approved rotating internships, 320- 
bed general hospital, with approved 
residencies in pathology, medicine, 
surgery, and ob-gyn. Post-graduate 
teaching programme affiliated with 
Yale University School of Medicine. 
Salary $225 a month with mainten- 
ance, $60 additional in place of food. 
Free apartment for married interns. 
Additional $300 for travel expense. 
ECFMG certification required. Loca- 
ted half-way between Boston and New 
York. Apply Director of Medical 
Education. 
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THE WORLD’S GREATEST 


|—— HEINEMANN =, 


BOOKSHOP 


& * FOR BOCKSE* 


Famed Centre for 
MEDICAL BOOKS 


@ A bookshop such as booklovers 
dream of. ‘There is no other 
bookshop, anywhere, to compare 
with Foyles. @ 

=i Customer's Letter 


119-125, CHARING CROSS ROAD 
LONDON, W.C.2 
Gerrard 5660 (20 lines) Open 9-6 (inc. Sats.) 


(Two minutes from Tottenham Court Road 
Station) 














on 
MEDICINE and SCIENCE 
and Allied Subjects 
Catalogues sent on request 


LENDING LIBRARY 
Medical and Scientific 
Annual subscription from £1 17s. éd. 


The Library Catalogue revised to December 
1956. Pp. xii + 1178. To Subscribers £! . 5s. 
net, to nen-subscribers £2 . 2s. net, postage 2s 


Bi-monthly List of New Books and New Editions 
added to the Library sent post free on request 


Prespectus post free on request 
H. K. LEWIS & Co. Ltd. 
136 Gower Street, London, W.C.! 
Telephone EUSton 4282 (9 lines) 








RADIOLOGY 
AS A DIAGNOSTIC AID 
IN CLINICAL SURGERY 


H. Middiemiss, M.D., F.F.R., D.M.R.D. 


The author’s aim is to assist the surgeon to a 
better understanding of the scope and limita- 
tions of radiology. Special care has been 
taken to produce paper and blocks which will 
give the finest possible reproduction of the 
illustrations, each of which shows some defi- 
nite lesion and has been chosen because of 
its clarity or the rare condition it delineates. 
154 pages. 100 illustrations. 30s. net 


CONSTIPATION IN 


HEALTH AND DISEASE 
W. Farrar, M.D. 
This is a factual book by a physician and 
surgeon which can be confidently recom- 
mended to patients. It gives a simple, 
comprehensive explanation of what consti- 
pation is and what can be done about it 
104 pages 6s. net 


New Second Edition 


BLOOD TRANSFUSION: 


A Guide to the Practice of Transfusion Within 
Hospitals 
G. Discombe, M.D., B.Sc. 

“Remains a succinct and properly dogmatic 
account of the minimum knowledge of tech- 
niques, organisation, and pitfalls that every 
resident ought to possess."’-— 

The Lancet. 

64 pages és. net 


AN INTRODUCTION TO 
HUMAN BLOOD GROUPS 
Fulton Roberts, M.D. 

This book can be confidently recommended 
to those seeking a sound basic knowledge of 
blood-groups but having neither the time 
nor the inclination to explore the larger 

volumes filled with curious symbols.” 
The Lancet 


96 pages 9s 6d. net 


CHILDREN 
FOR THE CHILDLESS 


Edited by Morris Fishbein, M.D. 

This is a concise explanation of the medical, 
scientific and legal facts of fertility, sterility, 
heredity and adoption. Originally pub- 
lished in America, the book has been adapted 
and edited for the English reader by john 
Stallworthy, F.R.C.S., F.R.C.O.G 

233 pages. Iilustrated 12s. 6d. net 


Wm. Heinemann Medical Books, Ltd. 
15-16 Queen Street, London, W.! 
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A SPENCER SUPPORT 
for Intervertebral Disc 


In both conservative and surgical treatment 
of intervertebral disc, application of a back 
support is usually indicated.* 


We invite the surgeon’s 

investigation of Spencer 

as an adjunct to treat- 

ment. Each Spencer is 

individually designed, cut 

and made for each 

patient—after a descrip- 

tion of the patient’s 

body and posture has 

been recorded and de- 

tailed measurements 

taken. Thus, individual 

support requirements 

are accurately met. The 

Spencer Spinal Supports 

. shown incorporating 

* Ruptured Inter- t A ble! rigid Spinal Brace were 

vertebral Dise */ ‘Ee individually designed for 

= Sciatic Fam, eels both man and woman 

ournal of Bone - . 

and Joint Sur- patients. Note exterior 

gery.” 29, 429-437 : pelvic binder for added 
(April 1947) : pelvic stability. 


For further information and Brochure on Spencer Supports write to:— 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel. Banbury 2265 
London Office: 2 South Audley Street, W.!. Tel.: GROsvenor 4292 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY SPENCER (SURGICAL SUPPLIES) LTD. 


Trained Retailer-Fitters resident throughout the Kingdom. Name and address of nearest Fitter supplied 
on request. 
Copyright 














THE TROUBLESOME, AGED RELATIVE IS MORE 
WILLING TO FIT INTO THE FAMILY PLAN WHEN 
YOU PRESCRIBE 














In these days of ageing populations, the family 
plan often has to be widened to include an 
elderly parent or relative, despite the problems 
their care may entail when they are senile, 
lolseoulelelseMera let imetteslattlacemest-telt:com 


Sparine*can do much to help, for it is a safe 
anti-agitant, analgesic potentiator and anti- 
emetic: ideally suited for use in geriatric 
problems. When you prescribe Sparine you 
will find your patients quickly become more 
orem) elae-le humo ty (am com elttatoe-tele Merle) acme: ey-le) (a 


of caring for themselves. 


Sparine makes the home management of the 
aged easier for both family and family 


physician. 


\ 


\ 


PROMAZINE \HYDROC HLORIDE 


Available as 25 mg., 50 mg. and 100 mg. tablets, 


as a suspension and as a solution for injection 


*rrade mark 








When diarrhoea may spoil the holiday 


Sulphamagna 


allows prompt, complete control 


lless of aetiology, Sulphamagna* will stop most cases of 


Sulphamagna contains activated 
Cw 


Jeg 
Neg 
j 
| 


diarrhoea quickly and reliably 


ittapulgite, the first powerful n adsorbent since kaolin, with many 
its effectiveness in removing toxins, bacteria, viruses and 
stinal irritants. In 


addition, by providing wide antibacterial cover 
1e pathogens likely to cause diarrhoea, Sulphamagna 


lows you to provide comprehensive treatment and quick remission 
f your patients’ disturbing symptoms 


t most of tl 


Prescribe Sulphamag patient with diarrhoea 
Bottles of 114 ml! l } is 2 Activ i Attapulgite, 0.2G Streptomycin base 
as Sulphate B.P ) ilphath l and ( ilphadiazine B.P 


*trade mark 


zg LONDON 
PR.47.09.61 
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British Oxygen equipment and gases... 


THE WRIGHT 
respirometer 


Neasuring instrument for 
Sia, Oxygen therapy and 
eral  Seleliler- baleja! tal 
logy Has a watch-type dial 


Rae ee) i tale! mheal Mela leat 1 


F tame 


... used every day to ease pain and save lives 
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THE DISTILLERS COMPANY LIMITED 


Distillers Company Limited will be held 

in the North British Hotel, Edinburgh, on 
Friday the 9th day of September, 1960, at 
12.15 p.m. The following are excerpts from 
the Statement by the Chairman, Sir Graham 
Hayman, which has been circulated with the 
Report and Accounts for the year ended 
3ist March, 1960. 

General Observations on Trading 

Once again I am able to report that the 
results for the year constitute a new record in 
earnings, and the total value of the Group's 
turnover exceeded £233,000,000, representing 
an increase of 11% over the previous year. 
Although nearly all branches of the Company 
have contributed to this result, by far the 
major proportion is attributable to increased 
sales of Scotch Whisky. The Industrial 
Group has also had a satisfactory year with 
27% increase in earnings, and the return on 
capital employed compares favourably with 
its leading competitors. 

Turning to the Accounts, the trading profit 
of the Group amounts to £30,419,758, com- 
pared with £24,989,991 last year, and income 
from trade investments totalled £2,373,590 
against £1,788,997, so that our total income 
was £6,014,360 higher than last year, at 
£32,793,348. The credit for the increase can 
be apportioned broadly between our potable 
and chemical interests in the proportion in 
which they have contributed to our profits in 
the past, our major potable interests showing 
an increase of about £4,500,000, and our 
industrial divisions, including their part of 
income from trade investments, recording an 
advance of well over £1,000,000. 

Interest on loan stocks has been reduced 
by a further repayment of £1,000,000 and now 
requires £649,509, and the profit attributable 
to outside shareholders in Subsidiary Com- 
panies is somewhat larger at £533,715, so 
that the profit of the Group after all charges 
amounts to £31,610,124, compared with 
£25,693,778 last year. Taxation this year 
requires £14,743,700, leaving a net profit of 
£16,866,424—almost £3,700,000 more than 
last year. 

There is a substantial credit below the line 
in respect of taxation reserves no longer re- 
quired and, of the total available for appro- 
priation, £5,698,134 has been retained by 
Subsidiary Companies, leaving £12,542,720 
to be dealt with in the Accounts of the 
Parent Company. 

With due regard to the future capital 
requirements of the Company, and to the 
higher rate of profits tax which will be payable 
next year, your Board feels able to increase 
the dividend by 24°, and recommends a 
final dividend of 10°, which, with the interim 
of 5% already paid, makes 15°% for the year. 
The Board has also transferred £5,000,000 to 
general reserve, and it is now proposed, 
subject to the approval of the shareholders, 
to capitalise part of the reserves by the issue 
of one new ordinary share of 10/- credited as 
fully paid for every five ordinary shares held. 

As shareholders will appreciate, time is 
required to make the requisite arrangements 
for a capital issue and, at this stage, it is 
difficult to say whether these will have been 
completed before the time comes round for 
declaration of next year’s interim dividend. 


Te: 83rd Annual General Meeting of The 


It is the Board’s intention, however, to de- 
clare an interim dividend at the rate of 6% 
on the present capital, but this payment 
should not be taken as an indication that the 
total dividend next year will be any higher 
than the equivalent of the current year’s 
dividends. 


Scotch Whisky 

Our Malt and Grain distilleries, despite the 
drought last year, have completed their dis- 
tilling programme with improved efficiency 
and productivity. The increase in distilling 
capacity at our Malt distilleries has been 
materially helped by a new process of effluent 
treatment developed by our research staff to 
ensure that discharges to rivers comply with 
recent legislation. Although considerable 
capital expenditure has been incurred in 
meeting the new regulations, this has been 
offset to an appreciable extent by the produc- 
tion of a valuable animal feedstuff as a by- 
product, and we have also secured a sub- 
stantial increase in the availability of excellent 
malt whiskies. 

New warehouse construction has continued 
throughout the year to accommodate our 
rising stocks. As far as possible, our new 
warehouses are sited in rural areas and each 
is equipped with the most modern fire detec- 
tion systems to ensure immediate action by 
fire fighting services in the event of an 
emergency. 

Since the last war, approximately £250,000 
has been expended by the Company on fire 
detection installations. 

With regard to stocks, there was a further 
increase in the stocks of Scotch Whisky held 
by the entire Industry, which, at 31st March, 
1960, stood at 267 million proof gallons, 
compared with 243 million proof gallons 
last year. 

I reported last year on our decision to 
abandon the quota system in the Home 
market, to enable our brands to come into free 
supply. I am glad to say that our experience 
during the year has clearly demonstrated the 
high regard of the public for our brands. 

Nevertheless, while your Group has gained 
a larger share of the sales in the Home market, 
there is little cause for complacency. The 
total Industry sales of Scotch Whisky in that 
market—in spite of derationing—are still 
below the level achieved immediately prior to 
the War, and it is clearly important to secure 
an expansion in the Home trade. This will 
not be an easy task, and some reduction in 
the present punitive rates of duty would pro- 
vide a valuable stimulus. 

With regard to the Export markets, the 
U.S.A., which still absorbs approximately 
one-half of the Industry’s exports, continues 
to take increasing supplies. Most leading 
brands are now fairly freely available, and 
while some further expansion in sales can be 
expected to follow the growing =o and 
increasing S pepe, there is no doubt that 
greater efforts will be required by both 
shippers ‘oa importers to secure this. 

The Scotch Whisky industry is still pressing 
for an amendment to the U.S. tax regulations 
under which imports of Scotch Whisky in 
bottles at the normal marketing strength of 
86° American proof, are taxed on an assumed 
basis of 100° proof. This provision in the 
U.S. Revenue Laws was introduced many 
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years ago to prevent loss to the Revenue in 
circumstances which no longer exist. It is 
not applied to American whiskies and it is 
hoped that steps will be taken to remedy this 
unjustifiable surcharge. 

In other markets where shipments are not 
affected by local restrictions, the demand for 
our brands during the past year has, in many 
cases, been greater than we could satisfy 
Certain additional gallonage will be available 
during the current year, and while it is too 
early to say if this will be readily absorbed, 
the fact that our brands are strongly estab- 
lished in all important export markets gives 
good grounds for confidence in the outcome. 

Gin 

In my last statement, I referred to the 
increasing competition which our Gin Com- 
panies were facing in the Home Market 
These conditions have continued, but I am 
abie to report that our brands have more than 
held their position, and sales showed a very 
satisfactory increase over the previous year. 

Our general export trade was satisfactory, 
and total shipments show a substantial 
increase. 

Your Company has under consideration the 
production of one or more of its brands of 
Gin in various overseas markets where chang- 
ing economic conditions and competition 
from local manufacture make this desirable 


Industrial Group 

CHEMICAL DIVISION. With the general re- 
vival in industrial activity, there has been a 
substantial increase in the sales of all our 
chemicals, with a corresponding improvement 
in earnings. While no new major plants 
were brought into production, our butanol 
manufacture was fully re-established at Hull, 
and the new plant for continuous manufacture 
of phthalate plasticisers is in full operation. 
Carbon dioxide had a record year, and the 
industrial use of this product continues to 
increase. 

A major development, recently announced 
in the Press, is the construction of a new plant 
to produce acetic acid. Acetic acid, in addi- 
tion to having a wide general sale, is one of 
our principal raw materials used to produce 
a range of chemical derivatives. The new 
plant will operate an entirely new process 
developed by our Research Department, 
which should give significant economies in 
production costs 

BRITISH HYDROCARBON CHEMICALS LIMITED 
Three new plants have been commissioned 
during the year. The first plant, for the 
production of high density polyethylene, pre- 
sented a number of teething problems. These 
are now being steadily overcome, and produc- 
tion of specification material is now fully 
established. The two other units for the 
production of cumene and phenol are both 
operating well and to full capacity 

Three further major projects are now in 
hand. First, a substantial increase in our 
production of butadiene, for which there is 
an increasing demand in the manufacture of 
synthetic rubbers. Second, a new plant to 
produce methanol, which has a wide variety 
of industrial uses. The third project is the 
production of ethylene dichloride, which will 
be used by our Plastics Division in their expand- 
ing manufacture of polyvinyl chloride resins 

The new cracking plant, with its capacity 
of 70,000 tons per annum of ethylene, to 
which I referred last year, was successfully 
commissioned in June of this year. 

Forth Chemicals Limited, and Grange 


Chemicals Limited, subsidiaries of British 
Hydrocarbon Chemicals Limited, have each 
had a very good year. Forth Chemicals 
Limited has decided on a further increase of 
its production of monomeric styrene, which 
should be in operation by the end of the year. 

PLASTICS DIVISION. Last year’s indications 
of an increased demand for plastics, particu- 
larly for industrial applications, have been 
fully confirmed, and this Division has had an 
exceptionally busy year. 

British Geon Limited has in hand a further 
substantial increase in its capacity for poly- 
vinyl chloride, for which the demand is still 
increasing. It is also increasing its produc- 
tion of Hycar oil-resistant synthetic rubbers. 

British Resin Products Limited has had a 
good year, a particular feature of which has 
been the promotion of the sales of ** Rigidex,” 
the new polyethylene made by British Hydro- 
carbon Chemicals Limited. This material is 
finding increasing acceptance in a number of 
new fields. 

Distrene Limited increased its production 
of polystyrene during the year, to meet ex- 
panding sales. 

BIOCHEMICAL DIVISION. Although this Divi- 
sion succeeded in increasing its volume of 
sales, and there was continued improvement 
in technical efficiencies, the low prices ruling 
in world markets have resulted in substantially 
reduced margins. Special efforts are being 
directed to the discovery of new products to 
broaden our base in this business, and some 
progress is being made. 

Last year I referred to the formation of an 
Australian subsidiary. I am glad to report 
that its first year’s trading is satisfactory, and 
the prospects are encouraging. We have 
taken similar steps in New Zealand, where 
another subsidiary company has been formed. 

FOOD DIVISION. Yeast. There has been a 
steady decline in the consumption of bread 
over recent years, with a corresponding fall 
in the use of yeast, but during the period under 
review, this trend has ceased and there are 
signs of a slight increase. Trading results 
were very satisfactory. 

Oils and Fats. In spite of intense com- 
petition between the two major companies in 
this field, our subsidiary, The Peerless Refining 
Company (Liverpool) Limited, has again 
increased its sales and earnings. 

The steady expansion of our diverse opera- 
tions, to which only brief reference has been 
possible in this report, is in large measure 
dependent upon the technical skill and 
achievements of the scientific and engineering 
staffs in our organisation. 

The Company takes considerable pride in 
the fact that our technologists have built up 
a first-class reputation both in this country 
and with the many overseas companies with 
whom they have regular contact, and the 
Board has every confidence in their ability to 
break new and fertile ground in the future. 


Personnel 

A major contributing factor to the out- 
standing results of the past year has been the 
fuller over-all employment of all our pro- 
ducing resources and this, in turn, has placed 
a considerable burden of added responsibility 
on our executives, managers and personnel 
at all levels throughout the organisation. 

It is therefore particularly appropriate to 
record a sincere tribute and the grateful 
thanks of the Board to all employees both at 
home and overseas, for the part they have 
played in the service of the Group. 
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A NEW PRODUCT 
ANNOUNCEMENT 


‘STELADEX’ 


a combination of ‘Stelazine’ (trifluoperazine), with ‘Dexe- 
drine’ in ‘Spansule’ form, is designed to meet the widest 
requirements of therapy for obese patients with the best 
resources now available to medicine. 


*Steladex’ curbs the patient's appetite all day long with one 
morning dose 

suppresses any psychoneurotic factors that may underlie the 
obesity 

alleviates the stresses of dieting, leaves the patient composed 
but alert. 


SMITH KLINE & FRENCH LABORATORIES LTD 
Welwyn Garden City - Herts 


Each ‘Steladex Spansule’ contains trifluoperazine 2 mg., and dexamphetamine sulphate 10 mg. 
SSTX:PA1S0 *Sleladex’, ‘Stelazine’, ‘Dexedrine’ & ‘Spansule’* are trade marks. *Brit. Pat. Nos. 715305, 742007 
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the most recent 
addition to the MSD 
diuretic range 


‘HydroSALURIC ’-K is recommended 
whenever a diuretic 

and a potassium supplement 

may be required. 

Each tablet of ‘HydroSALURIC’-K 
contains 25 mg. of 
hydrochlorothiazide and 572 mg. of 
potassium chloride. 

The potassium chloride is contained 
in a new, reliable type of 

enteric coating which 

effectively prevents nausea, 


available on request 


basi st of 12 tablets is 3s. 10d. 


Regd. 


Potassium Chloride 


HydroSALURIC-K 


a diuretic with added potassium 


Made in England by 
MERCK SHARP & DOHME LIMITED 
HODDESDON, HERTS 
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Products of the Wright-Fleming 
Institute of Microbiology 


are now available from 
Beecham Research Laboratories 
Limited 


The following range of biological products of the Wright-Fleming 


Institute is now packaged and distributed to the medical profession, 
hospitals and pharmacists exclusively by Beecham Research 


Laboratories Ltd. 





Acne Vaccine (Mixed) ‘A’ 

Acne Vaccine (Mixed) ‘B’ 

Bronchial Asthma, Mixed Vaccine for 

Catarrh Vaccine 

Cholera Vaccine 

Diphtheria Prophylactic (Formol 

Toxoid) 

Diphtheria— Pertussis Prophylactic 

Diphtheria— Tetanus Prophylactic 

Diphtheria— Tetanus — Pertussis 
Prophylactic 

Influenza Vaccine (Bacterial) 

Influenza Virus Vaccine 

Pertussis Vaccine 


Pollaccine 
Rheumatic Vaccine 
Staphylococcus Toxoid 
Staphylococcus Vaccine (Mixed) 
Staphylococcus Vaccoid 
Tetanus Toxoid 
Typhoid-Paratyphoid A & B Vaccine 
Typhoid-Paratyphoid A, B & C Vaccine 
Typhoid-Paratyphoid A & B and 
Cholera Vaccine 
Typhoid-Paratyphoid A & B Vaccine 
and Tetanus Toxoid 
Typhoid-Paratyphoid A & B Vaccine 
for Protein Shock 


iis 


Sole agents: Beecham Research Laboratories Ltd, Brentford, England 
Telephone : Isleworth 4111 
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arax 


brand of hydroxyzine 


allays anxiety 
in the highly strung patient 


one tablet (25mg.) 3 times a day 
will help your highly strung 

patients to adjust themselves 

quickly and safely. 


availability 
25 mg. and 10 mg. tablets and in the form 
of syrup as 10 mg. per 5 ml. 


atarax first name in sedation — last word in safety. 


Marketed in the United Kingdom by 


HARVEY PHARMACEUTICALS 


a department of Pfizer Ltd., Folkestone. 
3703 tTrade Mark 


ret i AE EE NIT IA GOL 
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enylin Expectorant 


A palatable, raspberry-flavoured syrup containing 
BENADRYL* (diphenhydramine hydrochloride, B.P.), 
BENYLIN EXPECTORANT* is effective not only in controlling 
unbeneficial cough, but also in alleviating congestion 
due to colds, bronchitis and other irritative conditions 
of the upper respiratory tract. 
antispasmodic - decongestant - demuicent 

a Supplied in bottles of 4, 16 & 80 ff. ozs. 


i 
=” *Trade Mark 


PARKE-DAVIS & COMPANY, Inc. U.S.A. Liability Ltd., HOUNSLOW, MIDDLESEX. Te.. HOUNSLOw 2361 
wes 





NEW ACTION against moniliasis 


SPOROSTACIN 


TRADE MARK 


CHLORDANTOIN CREAM 


SOOTHING -ODOURLESS - NON-STAINING CHEMICALLY DIFFERENT 


. : : 


> < 
°0.00., 


a” wy ' 
ff” " ; x ca 
ow? Lar yt 

: @s i 


“ 


” 


shaped to penetrate 


EXCEPTIONAL FUNGICIDAL ACTIVITY : OUTSTANDING CLINICAL RESULTS 


The unique molecular structure : This new compound offers: 

of the active agent penetrates the : simplicity —patient acceptance 
fatty barrier of the fungous cell : —rapid relief of symptoms—high 
membrane. : percentage of culture-free cures. 


Am. J. Obst. & Gynec. 78 :1320,1959) 
Active ingredients 
Chiordantoin 1.0% w/w 
Benzaikonium chioride 0.05% w/w 





product of gynzecological research \Ortho 


Ortho Pharmaceutical Limited 
Saunderton - Buckinghamshire 
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IMPORTANT SLIMMING NEWS 





the new natural way 

of losing weight | 

without counting calories 
. “ y Erte 

or going hungry 


Vetercal... Facts 


VETERCAL AS A COMPLETE DIET 


: ary mea 
cual t“unniced calevies is an entirely neu 0 Ml , 


eet iv nee 


concept in we ight control 


M... realisa comple te food. [tis taken instead of 
ordinary meals. It provides the low-« alorie diet 
essential for slimming but contains all the basic 


nutrients and minerals you need 


a. real is taken instead of all meals ull you get 

down to vour target weight: then it can be taken instead 

of certain meals to maintain desired weight rO MAINTALN YOUR IDEAL WEIGHT 
target. take Meterea t 

eo wy It mixes easily with water f is -el =i inaies Mains eis 

to make a delicious and sustaining drink. Four glasses 

a day give you all the nourishment you need while you poate oo we 


wt to gain weight 
reduce. But only 900 calories 


annot give you will-p 
tick to your Metercal diet. And ry easy 
ilcsorcat ic medically proven. You can expect to lose r been such a convenient and foolpr 


, ‘ this country. Meterca 
approximately | lb. a day— some lose even more. And : Ft gt 
vou will not feel hungry 


HOW TO USE METERCAI 


4 METERCAL CONTAINS 
Metercal | 


, vw t 
r te j FREE BOOKLET 4 


Mead Johnson 


YOUR DOCTOR KNOWS 
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Dear Doctor, 


The advertisement on the opposite page will 
appear in the lay press next month Metercal - the 
latest product of Mead Johnson research - is a new 
concept in weight control It is a non-prescription 
product which has proved to be remarkably effective. 


In the United States and other countries 
where Metercal has already been introduced it has been 
widely specified by the Medical profession. At the 
same time the effectiveness of Metercal has caused it 
to be taken up by the weight-conscious public in those 
countries, and we anticipate that this may also happen 
in the United Kingdom The purpose of the advertise- 
ment, therefore, is to give the public accurate informa- 
tion about Metercal and thus avoid incorrect information 


being spread by word of mouth. 


Yet we believe that the doctor is the best source 


of counsel and guidance on problems of weight loss and 


control, and full information about Metercal has already 
been sent to members of the profession The advertise- 
ment is being published first in medical journals to affirm 
Mead Johnson's policy of working closely with the medical 
profession, and to acquaint doctors with the advertisement 
before it is read by the public. 


Yours truly, 
2 , 
Me Ye 
ey a 
ss 
A, Coombs 
Managing Director 


Mead Johnson Limited 





makes the most intimate contact with the skin 


PREDSOL 


I 


Predsol Ointments and Creams contain no insoluble 
hormone particles. 

Predsol is water-soluble Prednisolone phosphate. 

Predsol Cream (originally Predsol Ointment No. 1 non-greasy) 

Predsol-N* Cream (originally Predsol-N Ointment No. 1 non-greasy) 
Predsol Ointment (originally Predsol Ointment No. 2 greasy) 

Predsol-N* Ointment (originally Predsol-N Ointment No. 2 greasy) 

* containing 0:5°, Neomycin Sulphate 

all in tubes of 5 and 15 grams, in strengths of 0-25%, and 0-5% 


PREDSOL 


clearly the most soluble prednisolone 


Predsoi is a Glaxo trade mark 


GLAXO LABORATORIES LIMITED 





Hygroton 

Geigy 

potent long-acting 
diuretic 


omfortable 
‘patient acceptable 
gentie action 


Hygroton is available in tablets containing 1-Oxo-3-(3’-sulphamoyl-4’- 
chloropheny!)-3-hydroxy-isoindoline 100 mg in containers of 15, 100, 500 
Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23 


PH 156 
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A rational 
procedure 


WHEN PRESCRIBING ELASTIC HOSIERY : 


ALL AVERAGE CASES 


Generally preferred Thigh Stockings, 
for Women FE ]astic Yarn, Scholl. 
(virtually invisible under usual hose) 





Generally preferred Below-knee Stockings, 
for Men Elastic Yarn, Scholl. 
(non-slip without suspenders) 


EARLY VARICES 


Thigh Stockings, 
Nylastik, Scholl. 
(Full-footed) 





These lightweight nylon elastic 
stockings provide a degree of 
support which is entirely adequate 
in many cases of early varices, 
and in pregnancy. 


The name Scholl ensures 
support, fit and comfort 


PRESCRIBABLE ON N.H.S. 


THE SCHOLL MFG. CO. LTD., 182-204, ST. JOHN STREET, LONDON, E.C.! 
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It’s hard to choose... 


Sulphamezathine 


(Sulpbhadimidine B.P TRADE MARK 


The safest and best sulphonamide for routine 
use. ‘Sulphamezathine’ is particularly useful 
in pneumonia and other respiratory infec- 
tions. It is considered the drug of first choice 
for urinary tract and bowel infections. (Brit. 
Nat. Formulary, 1960, Stand. Ed. p.27.) 
Available in Tablets 0.5 G. Basic N.H.S. cost 
6s. 74d. per 100. Also *Sulphamezathine’ Oral 
Suspension. Each teaspoonful contains the 
equivalent of 1 tablet. Bottles of 100 ml. cost 
3s. 4d. 

On prescriptions, ‘S-Mez is recognized by the 
chemist as an abbreviation of *Sulphameza- 

thine’. 


tems IMPERIAL CHEMICAL INDUSTRIES LIMITED 


a, 





PHARMACEUTICALS DIVISION WILMSLOW 


TRADE MARE 


For effective one-dose-a-day sulphonamide 
therapy. ‘Bimez’ combines the safety and 
efficiency of ‘Sulphamezathine’ with the 
advantages of persistent therapeutic blood 
levels. ‘Bimez’ is effective in infections which 
respond to ‘Sulphamezathine’. 

Available in Tablets each containing ‘Sulpha- 
me zathine’ ( Sulphadimidine B.P.)0.375 gramme 
and sulphadimethoxypyrimidine 0.125 gramme. 
Basic N.H.S. cost 3s. 8d. for 12. Also *Bimez’ 
Suspension. A teaspoonful (3.5 mil.) is equi- 
valent to 1 tablet. Bottles of 30 ml. cost 4s. Od. 


Ph. 46 
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The problems of normal workaday routine 
may often cause tension and anxiety 


‘DRINAMYL TABLETS 


give the patient a brighter outlook and 
help her to overcome these problems herself 


Each ‘Drinamyl’ tablet contains 
5 mg. ‘Dexedrine’ (dexamphetamine sulphate BP) 
and 32 mg. (gr. +) amylobarbitone 


Ay 


exedrine’ and ‘Drinamy!' are trade marks DL:PA40 
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Dosulfin’ 


Tablets of 0.75 G containing equal parte 
f Sulphaproxy!ine and Sulphamerazine). 


3 times a day 
control of 

Upper Respiratory 
Tract infections 
by Dosulfin 


ally effective 
evels 

hin 2 hours 

iministration. 
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Adcorty]-A spray af 


superior corticosteroid ‘instrument’ 


A convenient aerosol! spray—for the treat- 

ment of dermatoses—particularly useful in 

acute, exudative, weeping lesions, or those 
involving extensive hairy and inaccessible 
areas. 

*provides potent topical anti-inflammatory, 
anti-allergic and antipruritic relief. 

*minimal local irritation and less chance 
of focal contamination. 

*metabolic studies show electrolyte dis- 
turbance does not occur when Adcortyl- 
A is applied topically. 

*easy to apply, gives broad, even coverage, 
and permits observation of lesions as 
they heal. 

Indications: Atopic dermatitis, coritact 

dermatitis, eczematous dermatitis, neuro- 

dermatitis, seborrhoeic dermatitis, insect 
bites, pruritus ani and vulve, lichen 
simplex chronicus, exfoliative dermatitis, 


> uf 
lies 


stasis dermatitis, nummular eczema, 
sunburn. 

Administration: Apply the spray to the 
affected areas from a distance of 3 to 6 
inches, t.i.d. or q.i.d. A 3-second spray 
(delivering approximately 0.1 mg. of triam- 
cinolone acetonide) covers an area about 
the size of the hand. Cover the eyes when 
using Adcortyl-A Spray on or near the face. 
Supply: Adcortyl-A Spray in 50 Gm. 
containers of 3.3 mg. _ triamcinolone 
acetonide. Basic N.H.S. cost 10/4d. Also 
available — Adcortyl-A Ointment and 
Lotion with or without Graneodin. 


SQUIBB {ii} 


A Century of Experience Builds Faith 


E R SQUIBB & SONS LTD 


Edwards Lane Speke Liverpool 24 











Killarney 


** Melleril was superior to all other phenothiazines in its 
ability to bring about clinical improvement in florid and 
overactive schizophrenics with 


the minimum of side-effects 


Pd 
J. ment. Sci. (1960) 106, 732 = eG 


“The most striking aspect of Melleril therapy 


BY | SANDOZ 


is the poverty of side-effects.” 


J. Amer. med. A (1959) 170, 1283. 1¢ hydrochloride 


n « 
£ 0 


ng. 100 mg 
of 50 and 250 tablets 


...:Im mental and emotional disturbance 
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Aldactone 


Brand of Spironolactone (Sc 9420) 


The new therapeutic 
principle embodied in 
this drug effectively 
extends the control of 
oedema and ascites in 


Congestive Heart Failure 
Hepatic Cirrhosis 

The Nephrotic Syndrome 
idiopathic Oedema 


Aldactone provides satisfactory relief of 
resistant or advanced oedema even when all 
other agents, alone or in combination, are 


ineffective or are only partially effective 


Aldactone blocks the effect of aldosterone which is the major 
cause of resistance to diuretics, and because of its different site 
and mode of action, Aldactone has a true and highly synergistic 
activity when used with a mercurial or thiazide diuretic. 





the first specific aldosterone -— 
‘iene, blocking agent 


Aldactone 


has the following advantages 


Satisfactory relief where all other agents fail. 
Does not induce potassium loss. 
No serious toxic or side effects. 


Exerts true, striking, synergistic activity in a programme 
of treatment including mercurial or thiazide diuretics. 


Offsets the potassium loss from concomitantly administered 
mercurial or thiazide diuretics. 


What physicians may expect of Aldactone 


It is fully expected that Aldactone will change When Aldactone is used in a comprehensive 
present medical concepts of therapeutic therapeutic regimen, which includes a 
limitations in the management of oedema mercurial or a thiazide diuretic, a satisfac 
Many patients living in a greater or lesser tory diuresis and relief of oedema may be 
state of oedematous invalidism can now be expected in approximately 85 per cent of 
oedema-free. To others, gravely ill, Aldactone oedematous patients who would not other 
will be life-saving wise respond 


References Aldactone is supplied as compression-coated 
Science, 1957, 126, 1915 ellow tablets of 100 mg 
Ibid. 1016 


Lancet, 1958, 2, 1084 
Arch. Int. Med., 1958, 102, 998 SEARLE 
Lancet, 1959, 1, 127 
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Acne often constitutes 
a serious emotional problem 


for the adolescent 


ACTRIOL 


for AGNE 


Acne vulgaris is due to an androgen oestrogen imbalance which results 


in hyperactivity of the sebaceous glands. The hyperplasia and consequent 


plugging of the pilo-sebaceous follicles give rise to the acne lesions. 


ACTRIOL, containing 16-epi-oestriol, suppresses the sebaceous glands 


rhitig 


at the point of application without any systemic effect. 


A bland, non-greasy cream c< 


2.5 mg. of 16-epi-oestriol Pack—15 gramme tube. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2. 
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the optimal tetracycline 


ambramycin* 


the pure tetracycline hydrochloride without additives 
fewer side effects 

more stable 

provides higher blood levels & better c.s.F. penetration 
(than either oxytetracycline or chlortetracycline) 


available as capsules each containing 250 mg tetracycline hydrochloride 


BASIC NHS COST: 


16 capsules 


60 capsules 


250 capsules ‘ ° ‘ 
Oral suspension in bottles of 60 ml. 
Manufactured in England by Aspro-Nicholas Ltd. 


by arrangement with Lepetit S.p.A. Italy 


ASPRO-NICHOLAS LTD 


Ethical Pharmaceutical Division 


SLOUGH « BUCKS * ENGLAND 
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‘in senile’ 
vaginitis 







Ortho 


ienoestrol Cream 








Covgiitey product of gynzecological research 
» fee ; 
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gives 12 hours’ 


relief from 


hay fever and 


other allergies 


MITH KLINE & FRENCH LABORATORIES LTD, WELWYN GARDEN CITY, HERTS 


FORMULA 


SH:PA7TO (Co!) 





ANNOUNCEMENTS 











x puble-acting 


TE 
5. 





fights both 
Trichomonas & Monilia 
in vaginal therapy 


% It has been stated that with acetarsol and sulphonamide 
preparations, Trichomonas and other infecting organisms are quickly 
destroyed, leaving the vagina clear for Monilia which seems to 
flourish on the pessary debris, particularly those with a carbohydrate 
base. This however does not occur with Penotrane because of its 
dual activity. 


Composition : 

PENOTRANE is the phenylmercuric salt of dinaphthylmethane 
disulphonic acid, coupling powerful trichomonacidal, fungicidal and 
bactericidal activity with deeply penetrative properties. 


Advantages : PENOTRANE gives unique penetration of living tissue, 
and its wide range of activities is actually increased in the presence of 
blood and vaginal mucus. It reduces the risk of relapse to an absolute 
minimum. Both Penotrane Pessaries and Vaginal Cream are buffered to 
maintain normal vaginal acidity. 


Availability : 

PENOTRANE : Applicator Sets—containing Penotrane Vaginal Cream 
and disposable applicators. 

PENOTRANE : Detergent—Bottles of 100, 500 and 2,000 c.c. 

PENOTRANE : Jelly—Tubes of 1 oz. 

PENOTRANE : Pessaries—Cartons of 15 and 100. 

PENOTRANE : Powder—Polythene Insufflating Containers. 

PENOTRANE : Tincture—Bottles of 15, 100, 500 and 2,000 c.c. 





Literature and professional samples on request from: 

WARD, BLENKINSOP & CO LTD 
YORK HOUSE 37 QUEEN SQUARE 1 i eee 
Telephone: HOLborn 5992/6 (5 lines) Telegrams: Duochem, Westcent, London 





er ‘ 
es x 
« 
: ; ae - 
a 
* 
4 , 7a e 
; * 


Sound sieep ... fresh awakening 


: a ® Medomin presents the surety of hypnosis 
Medomin through the barbituric acid nucieus. One 
tablet taken }-—1 hour before retiring will 
give 6-8 hours natural sieep. Because 
fm of the rapid breakdown and elimination of 
this barbiturate there is a fresh awakening 
Geig y with no clouding of the mind. Medomin thus 
represents a genuine advance in hypnotic 
therapy. Its action is positive and yet so 
smooth and free from side effects that 
it may safely be given to children. 


*209 patient-nights on Medomin and 79 
patient-nights on butobarbitone are re- 
ported on. Results tell strongly in favour of 
Medomin (91 per cent very good response 
cern oh = as compared to 58 per cent with control 
before retiring. sedative). Out of the 209 there were only 
asm tablets two cases of “ hangover-like " symptoms.’ 
Heptabarbitone Med. Press, 243, 131 (1960). 
(Cycloheptenyiethy! 
barbituric acid) Geigy Pharmaceutical Company Ltd. 


ae seee Wythenshawe, Manchester 23 


PH. 163 








Provide almost 


* instant’ 
ROBAXIN 


relaxation with 


INJECTABLE 
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DECISIVE 
SKELETAL 
MUSCLE 


RELAXATION 
without side-effects 


Maintain ‘constant’ 
clear-headed relaxation with 
ROBAXIN TABLETS 





FORMULA 


Each tablet cont 


> +] 
3-(Q-methox 


ch 10 ml. Amp 
n Robaxi 


PACKAGING 
bl obtain 


ot 50 


} 


t 


Me 


ind § 


’ 
San pit 5 and 
p j 
literature will 


be supplied on request. 


t fRobinel comnane LIMITED. 


5, FENCHURCH STREET - LONDON, E.C.3 
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t Sound sleep ... fresh awakening 


Medomin’ 
‘Geigy 


Dose: 1 tabiet 


Availabie in tabiets 
of 200 mg 
Heptabarbitone 
(Cycioheptenyiethy! 
barbituric acid) 
Containers of 

10, 100, 1000 


Medomin presents the surety ‘of hypnosis 
through the barbituric acid nucieus. One 
tablet taken }+1 hour before retiring will 
give 6-8 hours natural sieep. Because 
of the rapid breakdown and elimination of 
this barbiturate there is a fresh awakening 
with no clouding of the mind. Medomin thus 
represents a genuine advance in hypnotic 
therapy. Its action is positive and yet so 
smooth and free from side effects that 
it may safely be given to children, 


‘209 patient-nights on Medomin and 79 
patient-nights on butobarbitone are re- 
ported on. Results tell strongly in favour of 
Medomin (91 per cent very good response 
as compared to 58 per cent with control 
sedative). Out of the 209 there were only 
two cases of “ hangover-like " symptoms.’ 
Med. Press, 243, 1314960). 


Geigy Pharmaceutical Company Ltd. 
Wythenshawe, Manchester 23 


PH. 163 
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DECISIVE 
SKELETAL 
MUSCLE 
RELAXATION 
without side-effects 





Provide almost na Maintain ‘constant’ 
‘instant’ relaxation with ‘ “%® * clear-headed relaxation with 
ROBAXIN INJECTABLE ‘:*% ROBAXIN TABLETS 





FORMULA 
Each tablet contains: 
3-(0-methoxyphenoxy)-2-hydroxpropyl- Samples and 
l-carbamate 0.5 gramme literature will 
Each 10 ml. Ampoule contains be supplied on request. 
1 gram Robaxin (Methocarbamol, Robins) 


PACKAGING: 
Tablets obtainable in A {4 r MPANY LIMITED 
bottles of 50 and 500. Bc ’ 


10 ml. Ampoules obtainable in 


packs of 5 and 25 5, FENCHURCH STREET - LONDON, E.C.3 
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A British 
Company 
reduces 
E.C.10 
costs 

in two 
major 
fields 
without 
detriment 
to 


treatment 


TABALGIN 


| 
brand N-acety!-p-aminophenol (paracetamol!) 


| 
| 
| 


An ora! analgesic without the 
side-effects associated with aspirin, 
phenacetin and codeine. 

Basic 8.8.8. cost 40 tablets for 2/2jd. 
Permits prescribing of paracetamol tablets and 


UP TO 23% SAVING IN COSTS! 


Also available TABALGIN brand 
paracetamol ELIxIR. Basic N.H.8. cost 
4 oz. bottle 3/9. 


cremalg¢in 


long-lasting salicylate therapy 
Indicated in all types 

of Rheumatism and 
associated conditions, 

Basic N.H.S. cost 

1/24d. per ounce, 


UP TO 50% SAVED! 


‘Cremalgin’ is a registered trade mark of 
WEST PHARMACEUTICAL CO, LTD. 
9 Palmeira Mansions 

Church Road, Hove 3, Sussex 
Telephone: Hove 772215-6 





THE PRACTITIONER 











Combined low dosage 
antirheumatic 
Minimizes the risk of 
hormonal imbalance 


Dosage: 
Initially 2 tablets three or four times a day, reducing to a maintenance dose of 2 tablets twice 


daily or one three times daily 

Tablets containing 50 mg phenylbutazone B.P.C. with 1.25 mg prednisone B.P. in containers of 
30, 150 and 500. 

Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23 
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Singularly more effective 


and less toxic than morphine 


“ the most Me 
to the pr : 
UP ve effective and equa 
ne . _ acts 
SE + ** sett - * °° ” 
poo as by inject imum intensity- 


4 Xx 
immediately Wh ped. (1957 


PALFIUNM’ 


(M.C.P.875) 


For control of severe pain as in inoperable 
carcinoma, post-operative pain, severe colic 
and other cases of intractable pain where simple 
analgesics have failed. Acts swiftly and 
effectively without clouding consciousness or 
reducing mental activity. 


Available as Tablets of 5 mg. in packs of 25 and 100. Also 
available in 5 mg. and 10 mg. ampoules. 


Dosage limited to 5 mg. initially, repeated as required. 


* d-3-methyl-2,2-dipheny!-4-morpholinobutyrylpyrrolidine 
(Dextromoramide) 


M.C.P. Pure Drugs Ltd., 


STATION WHARF, ALPERTON, MIDDLESEX 





His sixth boil this year 


The reservoirs of staphylococci in the nose, which cause 
so many cases of recurrent boils, impetigo, folliculitis, and 
other skin infections, can be cleared rapidly with this 

new double-antibiotic cream. 

Ecomytrin, containing two non-systemic antibiotics 
amphomycin and neomycin in a vanishing cream base, is 
an ideal topical therapy for intranasal application. 
Ecomytrin, is also indicated in ecthyma, sycosis barbae, 
pustular acne and skin lesions associated with 


secondary infection. 


PRESENTATION AND PRICE 
Ecomytrin Cream is available in 
15 G. tubes, basic N.H.S. cost 5s. 





Ecomytrin cream with Hydrocortisone 
is available in 

5 G. tubes basic N.H.S. cost 6s. 

15 G. tubes basic N.H.S. cost 16s. 6d. 











Ecomytrin 


CREAM 


For Iimfected Skin Lesions 


¢ Se R WARNER AND COMPANY LIMITED, EASTLEIGH, HAMPSHIRE 
ECO 476 





The Glaxo 
Penicillin G 
Range 

now 
complete 


CRYSTAPEN G 
INJECTION 
CRYSTAPEN G 
CRYSTAPEN V 
CRYSTAPEN G 
TABLETS 
CRYSTAPEN V 
SUSPENSION 


clinically as effective as ‘V’ syrup and over one-third less costly 


Crystapen G Syrup is intended for the treatment of mild 

to moderate penicillin sensitive infections. It has an appealing 
apricot flavour which completely masks the bitter taste of 
penicillin. Each teaspoonful provides 125 mg (200,000 units) 
penicillin and each bottle of Crystapen G Syrup costs over a 
third less than the equivalent penicillin V syrup. 

Avaiiable in 60 mi bottles 


CRYSTAPEN G & TABLETS 


Small and convenient, Crystapen G tablets are easy to 
swallow. The sugar-coating makes them pleasant to take 
and gives the tablets their long storage life of up to 3 years. 
There are two potencies, 125 mg (200,000 units) and 

250 mg (400,000 units). 

Each strength is available in bottles of 12, 100 and 500 tablets 


CRYSTAPEN G3"2" 


For low priced, highly effective penicillin therapy 


en is a Glaxo trade mart 


tABdadRATORiI BG S 
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when the problem is 
basically 


a matter 


of Mind 


over Mucosa 


Consider the 
Unique 
4-point Action 
of 





Anxiety, frustration, and similar manifestations 
of nervous or emotional stress are known to 
play a vital role in the aetiology of peptic ulcer 
and other gastro-intestinal disorders. Effective 
treatment of these conditions, therefore, 
should do more than provide transient rclief 
of distressing local symptoms—it should also 
act decisively at the primary source of the 
trouble 

‘STELABID’ now places in the hands of the 
practitioner the means of implementing this 


essential dual approach to therapy. 


* relieves anxiety and tension 

* reduces gastric secretion 

* inhibits motility and spasm 

* prevents nausea and vomiting 


‘Stelabid’ 


Each tablet conta 


calms yet lea the 5 er and § 


‘Tyrimide’ (isopropan 


anticholinergic with the day-long actior 


AND E 


a new product of 


the powerful 


(trifluoperazine) 


“CT IN DIGESTIVE DYSFUNCTION 

SMITH KLINE & FRENCH LABORATORIES LTD 

Welwyn Garden City, Herts 
M ‘ & ‘Tvrimide 


are trade marks 


SBD: PA190 (col) 
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SA new reconstructive tonic... 


containing laevulose (fructose) 


recon- 


* LAEVOTONINE is a I palatable 


structive tonic, simple in its formulation but positive in 


its energizing and stimulating action on the vegetative 


nervous system 


oe The energizing principles of LAEVOTONINE 
are derived from Sodium dihydrogen phosphate tn com- 


bination with readily assimilated laevulose, while the 


well established properties of Caffeine, Arsenic, Man- 


ganese and Strychnine act synergistically in producing 


an overall therapeutic eflect, in restoring appetite and 


stimulating mental and physical activity 


purely British pharmaceuticals 


CAL MIC 


CALMIC LIMITED, CREWE, CHESHIRE. 


LONDON, 2 MANSFIELD STREET, W.!. Tel. 


INDICATIONS 
During comvalewence. neura 
hen syndromes 
and general debi 


anoretia 


FORMULA 

Fach 100 m mtanns 

Fructose aie 

Sod Dihydrogen Phosphate 

TY 

ose 

Sm 

100 m 

Manganese Chioride 20 0 mg 
LAEVULOSE 

adily assimilated suga 


roduces threefold gi 
enesis mm the liver 


afferne 


PHOSPHORIC ACID 
essential part of the nerve cel 
scheus 
CAFFEINE 


hecks undue mental f 


ARSENIC 
Stimulates appetite 


MANGANESE 
an integral part of the oxyge 
ransmit ling enzymes 
STRYCHNINE 


ncreases muscle tonus 


PRESENTATION 
Bottles containing 4 fi or 
Trade Price 4 4d PT 
Bottles comamung 40 f 
DISPENSING PACK) Trade 
Pre 32 td exempt PT 


Tel. CREWE 3251-7 


LANgham 8038-9 
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BROXIL 


can now be given as SYRUP. 
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A readily accepted and palatable 
presentation giving 
the rapidly attained 
high-peak blood levels 


characteristic of Broxil. 


Supplied as a powder for preparation of 60 ml. Syrup. Each 5 ml. teaspoonful 
contains 125 mg. of 6-(a-phenoxypropionamido)penicillanic 
acid as potassium salt 


N.H.S. Price... 12/4 


a fy 


tay @ BEECHAM RESEARCH Laboratories Ltd., BRENTFORD, MIDDLESEX 
a 


“5 


- Telephone: ISLeworth 4/11 
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TYPICAL PROBLEM 


-TOPICAL 
ANSWER 


Ledercort 


TRIAMCINOLONE * REGO. TRADEMARK 


Acetonide Cream and Ointment 0°1% 


—enable the doctor to utilize topical steroid therapy atits best for the 
majority of dermatoses encountered in general practice. LEDERCORT 
Acetonide Cream and Ointment 0'1 are particularly indicated 
in the treatment of atopic dermatitis, eczematous dermatitis, 
nummular eczema, contact dermatitis, pruritis vulva and ani, etc. 
PACKING: LepeRcorT Cream and Ointment contain 0°1% triamcinolone 


acetonide in a water-miscible and petrolatum/wooi fat base 
respectively. Available in tubes of 5 and 15 Gm. 


LEDERLE LABORATORIES 
a division of 


CYANAMIO OF GREAT BRITAIN LTD. London W.C.2 
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‘,. the treatment of choice in chronic and acute sinusitis’ * 


__SULFEX 


promotes drainage by shrinking inflamed 
mucosa and opening sinal ostia 


@ helps to restore normal ciliary activity 


© produces and maintains bacteriostasis 
Vasoconstriction in minutes—bacteriostasis for hours 


{ *Mickraform’ sulphathiazole 5°, in an isotonis 
th ‘Paredrinex’ ( p-hydroxyamphetamine 


lrobromid 


AY SMITH KLINE & FRENCH LABORATORIES LTD 


WELWYN GARDEN CITY, HERTS 


* 1954) Arch. Otolaryng., 59, 312 
SX :PA2o *‘Sulfex’, ‘Mickraform’ and ‘ Paredrinex’ are trade marks 
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IN 
BRONCHIAL ASTHMA 


, DECADRON 


DEXAMETHASONE 


“” 
; 


treats more patients more effectively 


e Wheezing and dyspnoea alleviated 
¢ Number of attacks reduced 

e Vital capacity restored 

e Recovery accelerated 


*‘DECADRON'’ Is available in TWO strengths: tablets of 0.5 mg., and as ‘DEC ADRON’-75, in tablets of 0.75 mg 
# '‘DECADRON’ is a registered trademark Literature is available on request 


Qo) Made in England by MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Favourite patient: favourite drink 


126 Calories in one glass, and putting them 
into the blood-stream quickly—those are the 
reasons why the doctor too approves of... 


Mrs. M. The new mother, all joy and ribbons 
And the favourite patient’s favourite drink, 
the one in the glass in her hand?—Lucozade 
or course. It helped a few months ago when 
she had morning sickness. It is helping now, 
as she emerges from the stress of labour but is 
not quite ready for that first full meal. Less 
than a quarter as sweet as sucrose, providing 


LUCOZADE 
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Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


DIISSe)Aue 
in water 


SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
(neutral soluble aspirin 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 
effect. 


Literature and clinical samples a 


ae WL BN BOE AOE I 


coopis. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 
which ensures protection from moisture: 


SOLPRIN 12/6 copIs 25/- cCaFbis 16/- 


ailable from: 


RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 
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A more potent antihistaminic—rapid, 
strong, and prolonged in its action... 
with no serious side-effects 


antihistamine compounds available today, Daneral is 
rapid, and prolonged action. Even small 
doses are sufficient to counteract the histamine effects that occur 
igen-antibody reaction. Daneral also has a strong i- 
spasmodic action; it also reduces capillary permeability. 
It is exceptionally free of toxic side reactions and has no pro- 
nounced action on blood-pressure of vascular resistance. 
Indications: Extensive clinical trials have established the effective- 
- ness of Daneral in most allergic conditions. It also has value in 
a many conditions that have noclearallergic origin or tissue reaction. 


erand vaso-motorrhinitis Daneral isespecially effective. 


Of the many 


exceptional for strong, 


in ant 


In hay fe 
In dermatology it 
serum reactions: drug allergy 


hma are helped by Daneral. 


is used in urticaria and angioneurotic oedema; 
pruritus. In general medicine bronch- 


ial asthma and cardiac as 
Packs: 10 mg tubes of 20 and bottles of 250. 


; Pa tablets 
O f 0 meg. tab] tubes of 10 and bottles of 100. 


abated uel 


ANTIHISTAMINE 

For your files :—If you woul to have fuller information about this new 
antihistamine t 

HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 

Sole distributors in the United Kingdom: HORLICKS LIMITED, SLOUGH, BUCKS 





Acute Infective Eczema before After 5 days’ treatment (Cambison 0.5% 


treatment 


a 
case 


or 
Oibervoycyerat 


ANTIBACTERIAL PREONISOLONE OINTMENT 


twice a day) 


Steroid ointments are frequently 
successful in varieties of eczema 
that have resisted other therapy 


They have the advantage of being anti-allergic, anti-inflam- 
matory and anti-pruritic. Even severe itching is usually 
relieved in a few hours, and hyperaemia, swelling, and 
exudation reduced during the first day of treatment. 

Cambison ointment combines the steriod prednisolone 
with a two-fold protection against infection. Not only does 
it include the antibiotic neomycin, which is highly effective 
against staphylococci and streptococci, but also a quinoly- 
lurea compound with chemotherapeutic action particularly 
directed against gram-positive organisms. This combination 
widens the antimicrobial spectrum and enhances the anti- 
bacterial effect 

Cambison is indicated in cases of acute and chronic eczema 
and dermatitis, particularly where infection is present 
or threatened. 
Packs: Tubes of 5G and 20G. Available with prednisolone 0.25% or 0.5% 


Por your files: If you would like to have information about this new treatment 
Cambison, write to:—HOECHST PHARMACEUTICALS LTD., SLOUGH, BUCKS 
Sole distributors in the United Kingdom: HORLICES LIMITED, SLOUGH, BUCKS 


Athletes Foot 








2 days of treatment. 


New ointment combines 
advantages of the corticosteroids 
with traditional ichthammol 

type therapy 













In chronic dermatoses, steroid ointments alone do not always 
effect radical cures. 
Tumeson (Tumenol Prednisolone Ointment) combines the 
advantages of the corticosteroids with more traditional 
therapy. 
It has two components:— 
Prednisolone 0.25%, with its well-known anti-inflammatory 
and anti-allergic properties. 
Tumenol Ammonium, a bituminous shale tar-oil similar to 
a ichthammol, which is widely used in sub-acute and chronic 
skin conditions. As well as having an anti-inflammatory 
and anti-pruritic effect, it is a vasoconstricting agent with 
Case fungicidal and bacteriocidal properties. 
Where a rapid, pronounced and sustained anti-pruritic and 
anti-eczematous action is called for, Tumeson is especially 


for useful. 


Packs: tubes of 5 G. and 20 G. 





TUMENOL PREDNISOLONE OINTMENT 


For your files: If you would like to have information about this new treatment, 
Tumeson, write to:—HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 
Sale distributors in the United Kingdom: HORLICKS LIMITED, SLOUGH, BUCKS 
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Athletes Foot 


Ringworm of the feet Aft 7 days’ treatment with Jadit 


An effective new treatment 
that is odourless and colourless 


Fungus infections of the skin—and particularly ‘athlete’s foot’—still 
remain a prevalent cause of distress and morbidity. The need for a reliable 
and cosmetically acceptable local treatment is greater than ever before. 

The advantage of Jadit (chlorhydroxybenzoic acid butylamide) is that it 
provides a potent fungicidal action that is practically unimpaired in the 
presence of tissue protein. It is elegant, simple and safe. 


For inflammatory and allergic mycotic 
reactions, hydrocortisone is added 


Jadit ‘H’ contains 0.5% of hydrocortisone, which has a reliable anti-inflam- 
matory, anti-allergic and antipruritic action. In combination with Jadit’s 
antimycotic action, hydrocortisone suppresses inflammatory reactions. 


Packs 

Jadit Ointment. Tube of 20g. Jadit ‘H° Ointment... Tube of 5 ¢. 
Jadit Solution... Bottle of 30ml. Jadit ‘H’ Solution...Bottle of 6 ml 
Jadit Powder... Container of 40 g. 


CHLORHYDROXYBENZOIC ACID BUTYLAMIDE 0.5% HYDROCORTISONE ADDED 


For your files:—If you would like to have fuller information about these 
new treatments of fungus infections of the skin, write to:— 

HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 

Sole distributors in the United Kingdom: HORLICKS LIMITED, SLOUGH, BUCES 
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CORTOCAPS keep infected eyes apart 


The act of applying a drug to more than one infected 
site can itself carry risk of cross infection. 
CORTOCAPS, a one-capsule, one-dose presentation of 
hydrocortisone and neomycin, removes the risk completely. 
Primarily intended for inflammation and infection 
of the eye, CoRTOCAPS can also be used with advantage 
in acute and chronic otitis media. 


Please write for professional literature. 


each capsule contains 0°5% hydrocortisone 

acetate and 0°5°, neomycin sulphate in a 
CORTOCAPS soft paraffin base 

packing: bottle of 12 capsules 

price: Basic N.H.S. Cost 1}d per capsule as dispensed. 


Q THE CROOKES LABORATORIES LIMITED - PARK ROYAL -LONDON NW10 


prednisolone 
plus 


freedom from gastric irritation 





that’s the extra benefit of 


DELIACORTRIL 


brand of prednisolone 


“ENTERIC 


‘ At this centre our anxiety on this score 
[the development of peptic ulceration] 
has been greatly reduced during the past 
eighteen months by the use of enteric-coated 
‘* prednisolone "’ tablets.’ 
Lancet, 1959, i, 1149. 


GE> SCIENCE FOR THE WORLD’S WELL-BEING 


Pfizer Ltd - Folkestone: Kent *Trade Mark PF125/3806 
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When anxiety, resentment 
or confusion mar old age 








STELAZINE* 


restores serenity and preserves 
mental acuity in the elderly patient 


Available in 1 mg. tablets in containers of 50 and 500 and 
1 ml. ampoules each containing | mg. ‘Stelazine’, in packs of 
12. For severe mental illness 5 mg. tablets are also available. 
FORMULA: ‘Stelazine’ is 2-trifluoromethyl-10-(3’[1”-methyl 
piperazinyl-4”]-propyl) phenothiazine dihydrochloride. 


AD SMITH KLINE & FP 4NCH LABORATORIES LTD 
WELWYN GARDEN CITY, HERTS 


SZL:PA70 *Stelazine’ (trade mark) brand of trifluoperazine 
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ISO-BRONCHISAN 


DOUBLE ACTION TABLETS 


Each tablet contains lsopropyl-Nor-Adrenaline (lsoprena- 
line) sulphate gr. 4 (1S mgm). Ephedrine hydrochlor. gr. ¢ 
(25 mgm). Theophylline gr. 2(130 mgm). Packs of 20’s and 100’s 


Samples and literature available on request to 


SILTEN LTD: SILTEN HOUSE - HATFIELD - HERTS 
Hatfield 3012 














For Engine Driver or Entomologist and every patient who suffers from excess stomach acid, 
4 


Gelus the antacid tat that will adsorb more stomach acid than any other. 
G T, “/ 
GELUSIL ANTACID 
N 6 for 50 tablet The Gelusil formula, aluminium hydroxide 4 gr 
at advocated in the B.N.F. page 21) is available as tablets or suspension 
. WAR R AN MPANY LIMITED, EASTLEIGH, HAMPSHIRE 
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Fingernails 


play a major part in the progress of many skin diseases. 
Inflammation often leads to scratching and the intro- 
duction of pathogenic bacteria. The management of 
the original condition is then complicated by infection. 

It is rational in such circumstances to deal with 
inflammation and infection at the same time. This 
can be accomplished by the use of ‘HYDRODERM'’, 
which contains hydrocortisone with neomycin and 
bacitracin, two topically effective antibiotics together 
active against a wide variety of pathogens. 


HYDRODERM 


HYDROCORTISONE - NEOMYCIN - BACITRACIN Regd. 


Skin Ointment in an Emollient Base 


Tubes of 5G. and 15 G, United Kingdom N.H.S. basic cost: 6s. Od, per 5 G tube. 


CO) MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Sensuttwuy 


studies indicate. . 
Clinical 


experience confirms... 


... the value of 


PARKE-DAVIS 


CHLOROMYCGETIN 


Laboratory findings ', *, * illustrate the continuing 
sensitivity to CHLOROMYCETIN* of pathogens, including 
many strains resistant to other antibiotics. Its 

clinical effectiveness is consistent in the treatment of 
respiratory infections in all ages and in 

infections of the urinary and alimentary tracts. 
PACKAGES: Chloromycetin is available as Capsules, each 

containing 0.25 ¢. Choramphenicol (B.P., P.D. & Co.) in vials 


of 12 and tins of 100 and 1,000; and as Suspension 
Chioromycetin Palmitate in bottles of 60 ml. with 4 ml. spoon. 
REFERENCES: 1 J. Clin." Path. 1959, 11:195., 2 Aatibiotics 
Annual 1957-8, p.783., 3 Lancet 1959, 1:356. 
* TRADE MARK 


PARKE, DAVIS & COMPANY HOUNSLOW * MIDDLESEX TEL: HOUNSLOW 2361 


Inc. USA Liability Limited 
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EASIER 
ANALGESIA 


Experience has shown that 
‘PIPADONE’ Compound Tablets offer 
a swift and effective means of 
obtaining relief in severe pain. 
‘PIPADONE’ Compound Tablets are 
given by mouth. Incidence of 
side-effects is substantially lower 
than with morphine or other 
narcotics: nausea and vomiting 

are most unlikely; sedation is rare 








The powerful anaigesic dipipanone hydrochloride 
(25 mgm. in each tabiet) relieves severe pain, while 
cyclizine hydrochioride (SO mgm.) prevents nausea 
and vomiting. 

The initial dose is half a tablet, which may be increased, 
but only if necessary, to one or subsequently to one- 
and-a-half tablets. ‘Pipadone’ Compound Tablets, 
which are subject to D.D.A. regulations, are indicated 
whenever pain is severe enough to require an 
analgesic as powerful as morphine. 


‘Pipadone’. 


Powerful as injected morphine against pain 


Le BURROUGHS WELLCOME & CO. LONDON 
(The Wellcome Foundation Ltd.) 









Pregnant or not 





WITH TWO TABLETS OF 


Pri sare re ke s 


0.01 ma. ethir 
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SCHERING A. G. BERLIN 
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SPECIFICALLY DIRECTED 


‘TLOSON E? 


TRADE MARK BRAND 


PROPIONYL ERYTHROMYCIN ESTER LAURYL SULPHATE 


‘Ilosone’ is an important development in antibiotics. It is the lauryl 
sulphate salt of propionyl erythromycin ester, which has been shown 
to give earlier, higher, more prolonged and more consistent anti- 
bacterial activity than any other antibiotic of the erythromycin group. 
‘Ilosone’ has a specific spectrum, and in normal dosage does not 
destroy the colon bacillus. It is supremely safe, causing neither serious 
toxic reactions nor allergic symptoms. In common bacterial diseases 
such as pneumonia, bronchitis, breast abscess, otitis media and many 
other infections, ‘Ilosone’ is eminently suitable for prescribing as a 
first choice oral antibiotic. 


PRESENTATION: DOSAGE: 


‘ILOSONE’ ‘PULVULES’: 250mg. every six hours (1Gm. 
250mg. daily) increased to 2Gm. daily in 
125mg serious infections. 


‘ILOSONE’ SUSPENSION: 
, 125mg. per 5cc. when prepared. Half to two teaspoonfuls or more 
discovery 60cc. bottle with 5cc. spoon. according to age. 


EL! LILLY AND COMPANY LIMITED + BASINGSTOKE - ENGLAND 
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THE MONTH 


In no branch of medical practice is the importance of prevention more 
ignored than in the case of genital prolapse. As Mr. Davidson points out in 
his article on ‘Prolapse and its management’ in our sym- 
The posium on ‘Gynacology’ this month, ‘the art of obstetrics 
Symposium is concerned not only with delivering the mother of a live 
and healthy child but in ensuring in so doing that the 
maternal parts are minimally damaged. The aim must be to return the 
mother to society as fit structurally and functionally as she was before the 
confinement. In short, ‘good midwifery is preventive gynzcology”’’. If 
only this adage could be continually borne in mind by all who care for the 
pregnant and parturient woman—whether obstetrician, general practitioner 
or midwife—the incidence of prolapse would be very much lower. Two 
other common conditions encountered in general practice, which are dealt 
with in the symposium, are “Ihe problem of vaginitis’ and “The problem 
of dysmenorrheea’, whilst general practitioners will be equally appreciative 
of the helpful review of “The etiology and treatment of amenorrheea’. The 
other three articles in the symposium deal with problems which may be less 
common but can cause the practitioner considerable worry when he does 
encounter them: ‘Endometriosis’, “Tuberculosis of the genital tract in 
women’, and ‘Malformations of the female genital tract’. 


DuRING the twelve months, May 1955 to April 1956, a hundred practitioners 
took part in a statistical study of morbidity, organized jointly by the College 
of General Practitioners and the General Register Office. 

Occupational ‘Towards the end of 1958 the findings were published in 
Morbidity so far as they related to the amount of sickness for which 
patients consulted their doctors (see The Practitioner, 1959, 

182, 1). A second volume has now been published (‘Morbidity Statistics 
from General Practice. Volume II (Occupation)’, by W. P. D. Logan, 
M.D., Ph.D. London: H.M. Stationery Office, price 25s.), which deals with 
the distribution of sickness by occupation. This volume constitutes ‘as 
important a contribution to our understanding of disease as the first volume. 
As Dr. Logan points out, ‘in many respects the doctor in general practice is 
well placed to study the morbidity of the entire population in relation to 
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occupation’. Although much is known about occupational mortality, this is 
the first time that reliable information has been made available concerning 
occupational morbidity. 

The volume contains a mass of fascinating data. So far as men are con- 
cerned for instance, the standardized patient consulting ratio for hyperten- 
sive disease was 134 for shopkeepers but only 69 for shop assistants, and the 
former had also a higher ratio for coronary disease: 144 compared with 110 
for shop assistants. Mineworkers had a low ratio for asthma (76) but a high 
one for migraine (140), whilst their ratio for the common cold (288) was 
almost three times the average for all men. So far as women are concerned, 
the consulting rates for housewives were slightly below the average for all 
women, whereas women working full-time who look after a home and 
family in addition had a consultation rate of 31 per cent. above average, 
and this group had the highest proportion of patients consulting their 
doctor for psychoneuroses, the common cold, bronchitis, menstrual 
disturbances, and arthritis and rheumatism. 


Ong of the most interesting sections in Dr. Glyn Hughes’ survey of terminal 
care, ‘Peace at the Last’, which was discussed in “The Month’ in our last 

issue (p. 133), is that on the vexed question: ‘Should a patient 
Should a_ be told?’. So many unjustifiably dogmatic generalizations have 
Patient been aired recently in the lay, as well as the medical, press, that 
be Told? _ it is timely to be reminded that ‘every case must be considered 

as an individual problem and that there can be no golden rule’. 
As Dr. Glyn Hughes points out, ‘there must be few patients who, at some 
time or another during their last illness, do not ask themselves whether they 
are going to die’. What is surprising is to learn from doctors and matrons 
how few definitely ask it of others. Many times there seems to be an atmos- 
phere of self-deception and perhaps a deception of others. The case is 
reported of a husband and wife, both suffering from terminal illness likely 
to be of short duration, neither of whom ‘seemed to realize their own con- 
dition but begged that the other should not be told of theirs’. 

The wise advice is given that, if patients do ask, ‘it is always well to be 
guarded and to keep up hope; in these days patients hear so much of the 
wonders of science that they feel something might be done, and it is always 
well to evade a definite answer’. Even apart from this, ‘it is wrong to 
destroy all hope’ because ‘miracles do sometimes happen’. What is equally 
important to remember, however, is that ‘confidence is lost if a patient feels 
he is being deceived’. A final point made by Dr. Glyn Hughes—and one 
that is too often overlooked—is the problem of the relatives. ‘All through the 
terminal stages relatives want reassurance, in particular that their loved one 
shall not suffer. Not only patients but relatives need help’ and most often 
the person who can supply this is the family doctor. 





rHE MONTH 


As the civilian airlines may yet learn to their cost, the increasing speed of air 
travel is not without its disadvantages. Already ‘Big Business’ is becoming 
worried about the jaded state in which so many of its executives 

A return from tours abroad, having made both outward and home- 
Floating ward journey by air. So much so that serious consideration is 
Spa being given to insisting that at least one of the journeys—prefer- 
ably the return one—should be made by sea. This is a state of 


affairs which the shipping companies have been quick to note, and we may 
soon witness an intensive advertising campaign on this point, the slogan 
being: ‘A sea voyage to rejuvenate the air-weary traveller’. 

The Union-Castle Mail Steamship Company is first in the field in this 
campaign with the proud claim that on the ‘Windsor Castle’—their mag- 
nificent new 38,o00-ton flagship, which made her maiden voyage to Cape 
‘Town last month—‘for the first time in the history of British passenger 
shipping, there is a complete Health Spa’. In addition to an aerated bath, 
Vichy table, needle-bath and shower, and wax bath, the spa includes a 
Sauna room. It is thus equipped to cope with all the usual run of rheumatic 
conditions, but it is also ‘intended for passengers who have allowed their 
standard of fitness to get below par, and especially those who carry too much 
weight’. Attached to the spa is a diagnostic unit, equipped with x-ray 
apparatus and an electrocardiograph, together with a laboratory in which 
various examinations can be carried out, including prothrombin estimations. 
To ensure continuity of treatment, doctors of intending passengers are asked 
to inform the ship’s doctor what treatment is required, and, in return, the 
latter will notify the passenger’s doctor of all treatment carried out during 
the voyage. his commendable initiative is deserving of every success and 
will undoubtedly appeal to family doctors as well as the medical advisers of 


business and industrial organizations. 


Eicur billion cups of coffee are consumed annually in the United States, 
24 million persons on a typical winter day have a coffee break, and these 
rest periods cost the employer almost 5.5 cents per employee 
The Coffee per hour. These are some of the statistics produced by 
Break Professor Jean Felton (Industr. Med. Surg., 1959, 28, 433) 
in an article in which she attempts to answer the question: 
‘Is the coffee break in industry a health asset or liability?’. Her major con- 
clusion is that ‘the claims that a coffee-break increases production, improves 
morale, minimizes absenteeism, lowers labour turnover, drops the accident 
frequency rate, or eliminates fatigue are still in need of validation in genuine 
work statistics’. “The greatest benefit’, she contends, ‘is felt to accrue the 
worker in the form of better interpersonal relations at work, effected by 
means of the twice daily gathering over a beverage. Opportunities for 
growth are offered, tensions are relieved, new companionships are born and 
weakened ego strengths are given new structure’. 
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On a more plebeian level, H. W. Lawrence (/bid., 1960, 29, 133) suggests 
that ‘if we could educate our employees toward the virtues of a high protein 
breakfast, it would certainly eliminate a great deal of the need for a coftee 
break’. His contention is that ‘there is no single condition today which causes 
more vague symptoms, inefficiency and partial disability than the so-called 
hypoglycemic syndrome’. In the United States the importance of this syn- 
drome is accentuated by the common habit of the younger generation turning 
up for work ‘after a “hearty breakfast’ of black coffee and cigarettes’. 
The resultant hypoglycemia makes the ‘coffee break’ imperative for them, 
but the consequent rise in the blood sugar is rapidly neutralized by an 
increased output of insulin. Lawrence is ‘not optimistic enough to predict 
abolishment of the coffee break’ but he does suggest that advantage should 
be taken of it to educate these hearty breakfasters to select in the coffee break 
‘items more conducive to a feeling of refreshment and health such as milk, 
juices, nuts’ and the like. 


FRANCE is the traditional home of perfumery, and Grasse is the source from 
which most of the raw materials are derived. The history and development 
of this ‘world centre for perfumery natural raw materials’ is 

‘Rich admirably described in a recent article in the Pharmaceutical 
Distill’d fournal (1960, 185, 141). The industry is said to have been 
Perfumes’ founded in Grasse by a Florentine, who was a protégé of 

Catherine de Medici, the wife of Henri II, but it was not until 
the 18th century that the perfumery trade began to gain in importance. The 
oldest and largest of the perfume firms, that of Antoine Chiris, was founded 
in 1768. As in the case of so many of the other firms there is a strong family 
tradition, and the control of Antoine Chiris has passed in direct succession 
from father to son for six generations. 

The development of the industry over the last fifty years has been most 
impressive. In 1898 there were 36 factories employing 370 workers, and 
with an annual turnover of 5 million francs. Today there are 1,600 em- 
ployees in the 36 factories, and the annual turnover is 15.5 million francs 
(old)—about {11 million. In addition, some 20,000 men, women and 
children are engaged in the cultivation and gathering of the 30,000 tons 
(30.5 millicn kilograms) of flowers that are brought to the factories every 
year. Lavender heacs the list: 1.6 million kilograms were distilled in 1959, 
jasmine (590,000 kg.) and geranium (32,000 kg.) were well up on the list, 
but Shelley's ‘swect tuberose, The sweetest flower for scent that blows’ was 
well down the list, only 6000 kilograms being distilled last year. One of the 
interesting features of perfumery is that, as in medicine, it is ‘sometimes 
difficult to decide where science takes over from art’. Skilled chemists are 
required for research and for standardization of some products, but it is the 
perfumer who ‘creates, and usually maintains, the perfume... Often an 
older man and a younger man work together in an endeavour to preserve 
continuity of the character of the products’. 





ENDOMETRIOSIS 


By JOHN HOWKINS, M.S., F.R.C.S., F.R.C.0.G. 
Obstetrician and Gynecological Surgeon, St. Bartholomew's Hospital 


ENDOMETRIOSIS can be defined as a condition in which heterotopic tissue, 
which resembles the normally situated endometrium both in its histological 
picture and physiological behaviour, is found in various abnormal situations, 
The following list from Masson (1945) is instructive:— 


Organ or part involved (or adherent) Number 


Uterus .. ss See 
Ovary .. ée 904 
Pelvic peritoneum and cul-de-sac ict 511 
Sigmoid, rectum and recto-sigmoid : sn 360 
Fallopian tube : ; 200 
Ligaments of uterus ] j 192 
Bladder or peritoneum of bladder ; te 62 
Recto-vaginal septum =e 67 
Vaginal wall ey 44 
Cervix : os 45 
Abdominal wall ; his 37 
Small intestine 8 35 
Cecum .. ; “F 18 
Appendix F 15 
Umbilicus ; ate vd II 
Ureter ; ie 8 
Femoral hernia 

Labia 


Vesico-vaginal septum 


Total organs or parts involved . 4,965 
Total cases a 2,686 


This list, when condensed, shows that there are four main important 
situations of endometriosis: (1) the uterus; (2) the ovary; (3) the recto- 
sigmoid, and (4) extra-pelvic situations. Of the extra-pelvic situations the 


Operation Number 
Ventro-fixation a e 113 
Cesarean section és 41 
Hysterotomy is 49 
Other openings made in uterus , dos 26 
Adnexal operations oa 51 
Appendicectomy , om 18 
Vulval, vaginal, perineal scat ~ 43 
All others i — 49 


Total ° , = _ 390 


clinically important are laparotomy scars. Greenhill’s table (1942) demon- 
strates that these commonly follow some operations on the uterus; it is 
interesting that a few follow appendicectomy. 

September 1960. Vol. 185 (265) 
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ETIOLOGY 

In an essentially practical article it is unnecessary to make a long digression 
into the etiology of this condition except to say that the experimental work 
of Scott, Te Linde and Wharton (1953) has undoubtedly supported the 
theory of Sampson. ‘These workers were uniformly successful in producing 
experimental endometriosis, both inside and outside the peritoneal cavity, 
in the Rhesus monkey. The technique employed was one of diversion of the 
menstrual flow. These experiments prove that endometrium when shed is 
either viable or that, if dead, some product of menstruation is capable of 
producing metaplastic changes in a widely different number of tissues. 

If we revert to the four clinically important types of endometriosis, they 
are explicable as follows :— 

(1) Endometriosis of the uterus, the so-called adenomyosis interna or 
endometriosis interna, can be considered to be an extension of the basal 
layer of the endometrium into the myometrium. This condition, often 
clinically unsuspected, is frequently found in association with metropathia 
hzmorrhagica and, since this is an cestrogen-dependent disease, it is tempt- 
ing to suggest the same explanation for this type of endometriosis. 

(2) Endometriosis externa of the ovary, which is the most important extra- 
uterine pelvic situation of the disease, is now explained by Sampson’s 
theory of reflux menstruation via the tube and cellular implantation on the 
ovary. The credit for the experimental proof of what was an ingenious theory 
must be given to Scott, ‘Te Linde and Wharton. One further point of interest 
in support of retrograde menstruation as a cause of the condition is em- 
phasized by the occasional finding of endometriosis in those patients who 
have a functional uterus and ovary but an absent vagina; laparotomy in such 
patients may reveal endometriosis externa. 

(3) Pelvic endometriosis, involving, most commonly, the recto-sigmoid 
and, more rarely, the small bowel, appendix, utero-vesical pouch and 
bladder, is almost always found associated with some degree of ovarian 
endometriosis and can be considered to be the same disease process. 

(4) Endometriosis in scars can be considered to be in the nature of an 
implantation dermoid. The freak situations—pleura, flexor carpi ulnaris 
and upper thigh—provide an academic exercise the explanation of which 
need not concern us here. 

Whatever the situation of the endometriosis, its presence and activity 
depend upon active ovarian function. It is therefore only found before the 
menopause, after which it undergoes atrophy. The tarry or chocolate- 
coloured contents are the result of menstruation into an enclosed cavity, the 
contents of which become progressively inspissated until they may resemble 
toothpaste in consistency. Rise in intra-cystic pressure causes an atrophy of 
the endometrial lining of the cyst so that it is no longer histologically identi- 
fiable. The presence of pseudo-xanthoma cells, which are rich in the 
absorbed iron-staining blood products, provides a clue to the true diagnosis. 
Endometriosis is not the only cause of tarry cysts in the ovary and an old 
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corpus luteum hematoma may be mistaken for an area of endometriosis. 

Apart from the menopause, endometriosis may regress during pregnancy 
and sometimes this fortunate event is permanent. The clinical import of this 
is that in younger women a conservative operation may be followed by 
pregnancy which, in itself, may be antagonistic to the disease and should 
therefore be encouraged, whilst in an older woman ovarian ablation or 
irradiation will lead to inactivation of the endometriosis whatever its situa- 
tion. It will not, however, eliminate the fibrotic reaction which has resulted 
from the original lesion. If therefore endometriosis is causing a stricture of 
the recto-sigmoid, ovarian ablation may be expected to improve but not 
necessarily to cure the condition in the bowel. Hence, surgical correction 
may still be needed for the stricture. 

The diagnosis of endometriosis depends upon an assessment of the 
symptoms and signs which vary with the situation of the disease. 


ENDOMETRIOSIS INTERNA OR ADENOMYOSIS 
As already stated, in this condition the myometrium is invaded and thickened 
by a diffuse or localized tumour in which the characteristic tarry spots are 
demonstrable. There is no capsu'= and the diagnosis is usually made at 
operation. This type of endometriosis has a minimal degree of response to 
cestrogen, probably because the basal layer of endometrium from which it 
is derived is the most inactive part of the endometrium. As the cardinal 
symptom is menorrhagia, most of these patients are diagnosed as suffering 
from myomas and treated accordingly. Since this type of endometriosis 
has a minimum function, pain and dysmenorrhcea are not a notable feature 
and, in fact, pain occurs in only 30 per cent. of such patients (Jeffcoate, 1957). 


ENDOMETRIOSIS EXTERNA OF THE OVARY 
It is important to emphasize that, contrary to expectations, a widespread 
external endometriosis may exist in the pelvis without causing any symptoms 
at all. The surgeon when operating upon such patients, usually for fibroids, 
is surprised to find both ovaries totally disorganized by chocolate cysts. 

In half the patients with this type of endometriosis, there is a peculiar 
type of dysmenorrhcea which is congestive in nature and may appear a few 
days or a week before menstruation starts. The pain continues during the 
period and may even become worse, unlike the congestive dysmenorrheea of 
pelvic inflammatory disease. ‘The pain is appreciated in the lower abdomen 
and back. Any patient with this symptom developing in the thirties should 
be suspected of having endometriosis and this possibility should be excluded 
in the differential diagnosis. Sterility or relative infertility is a common fea- 
ture of external endometriosis and, when such patients are investigated in 
infertility clinics, the Fallopian tubes are usually found to be patent on 
insufflation. Abnormalities of menstruation occur in more than half of these 
patients and the usual symptom is one of menorrhagia. Owing to the in- 
volvement of the utero-sacral ligament and the dense adhesion of the ovaries 
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in the pouch of Douglas, dyspareunia is another symptom. The bladder and 
bowel may be affected by the condition and the patient may volunteer 
alteration in the function of both these organs. 

If, as occasionally happens, a rupture of a chocolate cyst occurs with 
leakage of tarry fluid into the abdomen, the symptoms and signs of an 
acute abdominal emergency will develop. Commonly such patients fall into 
the hands of the general surgeons who perform a laparotomy on the diagnosis 
of an acute appendicitis. The true nature of events is only revealed when the 
abdomen is opened. ‘The fact that endometriosis causes a mild pyrexia tends 
further to cloud the clinical picture and to favour the diagnosis of some 
inflammatory lesion. 

The physical signs of external endometriosis are those of a pelvic tumour 
which is fixed, irregular and tender on palpation. Its lower pole is palpable 
in the vaginal fornices and, depending on its size, the upper pole may present 
as an abdominal tumour. The uterus is fixed and often retroverted and, in 
fact, the physical signs are similar to those of pelvic inflammatory disease. It 
is sometimes possible, especially on rectal examination, to palpate the 
thickened and nodular utero-sacral ligaments. Rectal examination reveals 
some fixity of the recto-sigmoid but sigmoidoscopy is negative. In diagnosing 
this type of endometriosis, a carefully obtained history, confirmed by the 
physical signs on bimanual examination, will usually result in the correct 
conclusion. The surgeon should not be put off by the common coincidence 
of uterine fibroids. The differential diagnosis is from fibroids, pelvic 
inflammatory disease and cancer of the ovary. 


PELVIC ENDOMETRIOSIS INVOLVING THE RECTO-SIGMOID 
This is of considerable importance since the physical signs and, in fact, the 
actual appearance at laparotomy may closely mimic those of cancer of the 
colon. In both conditions the symptoms and physical findings, including 
interpretation of a barium enema, suggest some obstructive lesion of the 
bowel and a laparotomy may be necessary in order to reach the correct 
diagnosis. Inspection of the lesion when the abdomen is open will reveal in 
endometriosis the presence of other obvious areas of the disease. In endo- 
metriosis, the lymph nodes are not involved in the meso-colon, nor is there 
any ulceration of the mucous membrane of the bowel when sigmoidoscopy 
is performed. If a biopsy of the colon has been obtained, it is negative for 
cancer and positive for endometriosis. The fact remains that, when handled 
at operation, the two conditions feel extraordinarily alike. If endometriosis 
in the recto-sigmoid is advanced, it can cause intestinal obstruction. 


EXTRA-PELVIC ENDOMETRIOSIS 
This usually occurs in scars, hernial sacs, the vulva or umbilicus, and is a 
self-diagnostic lesion in that the patient will volunteer that the lump swells 
up and becomes more painful coincident with her menstrual periods. It is 
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unlikely that the clinician will err in his diagnosis of this type of endo- 
metriosis. 
rREATMENT 

As the treatment of the four groups varies somewhat, it will be profitable 
to take them in turn. 

(1) Endometriosis interna or adenomyosis of the uterus.—The age-group of 
these patients is usually in the late thirties or early forties. They have often 
been diagnosed as suffering from a fibroid and, owing to the menstrual 
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TABLE 1.—Pregnancy rate in external endometriosis of the ovaries following conservative 
surgery (Whitehouse and Bates, 1955). 


disturbance, hysterectomy is the most obvious solution to their problem. It 
occasionally happens that the patient is anxious to preserve her uterus but it 
is rare that the surgeon can conscientiously undertake a local and successful 
excision of the endometriosis while offering any real chance of a subsequent 
pregnancy. Most pathological specimens which demonstrate this condition 
show it to be widespread throughout the uterus, and conservative treatment 
is therefore unlikely to be of permanent benefit. It has already been stated 
that the true diagnosis of this condition is often made at operation when a 
hysterectomy has already been decided upon, so that the exact diagnosis of 
the condition plays a somewhat secondary part in its treatment. 


(2) External endometriosis of the ovaries.—The treatment of this condition 
depends somewhat upon the age of the patient and the severity of the 


symptoms. 

Obviously in a-young woman, it is important, if possible, to conserve 
reproductive capacity and if, at laparotomy, some reasonably healthy 
ovarian tissue can be salvaged in one or both ovaries, an ovarian cystectomy 
should be performed. Table I shows that the pregnancy rate after a con- 
servative operation is by no means to be despised and Te Linde (1952) 
supports this dictum. Should such a conservative operation result in preg- 
nancy, the condition may well become stationary and I know of one patient 
who, after such an operation for proved bilateral endometriosis, had four 





270 THE PRACTITIONER 


successful pregnancies and two miscarriages over a period of thirteen years. 
Jeffcoate reports similar results. 

It is not always possible, however, even in young women, to find suffi- 
cient healthy ovary to render a conservative operation worth while and, in 
fact, both ovaries may be hopelessly disorganized by chocolate cysts in 
which the ovary itself is represented merely by a capsule adherent to adjacent 
viscera. When operating on such patients, the surgeon has no choice but to 
perform a difficult and sometimes hazardous bilateral salpingo-odphorec- 
tomy and total hysterectomy. In my opinion it is important to remove the 
uterus since it is often involved in the endometriotic process. After the 
performance of this operation, other areas of endometriosis will be found in 
the pelvis and these may be treated by fulguration. Too much attention 
need not be paid to the meticulous ablation of these secondary situations of 
the disease since ovarian removal will immediately result in their regression. 
When operating on external endometriosis, the surgeon must proceed with 
great caution, using meticulous technique, since the dense adhesions which 
involve the large and small bowel may well lead to damage of these structures. 

(3) Endometriosis involving the recto-sigmoid.—The importance of this 
condition is largely that of bowel obstruction and its similarity to a colonic 
cancer. As the ovaries are invariably involved, a total hysterectomy and 
bilateral salpingo-oéphorectomy will be performed and this operation can 
be expected to cause inactivation of the endometriosis in the bowel. ‘There 
may, however, be sufficient fibrosis to cause at least a partial obstruction, in 
which case it may be necessary to perform a conservative resection and 
anastomosis of the affected area of the gut. Fortunately, this obstructive 
complication is rare. 

(4) The treatment of scar and extra-pelvic endometriosis can simply be 
dismissed by local excision. Provided that bimanual pelvic examination 
excludes the presence of pelvic endometriosis, it is unnecessary to open 
the abdomen. 

SUMMARY 

(1) The treatment of endometriosis in all situations is primarily surgical. 

(2) Hormone treatment has a certain limited use and I agree with Jeffcoate 
that the only effective hormone is methyltestosterone in doses of 5 to 10 mg. 
daily for one or two months. Most patients with endometriosis respond to 
this treatment and their favourable response supports the diagnosis of 
endometriosis. ‘ 

(3) Radiotherapy plays no part in the treatment of this condition. 
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GENITAL prolapse is essentially a herniation of a part or the whole of the 
genital tract. In some instances this herniation is a direct bulge through a 
weakened area and in others the hernia is of the sliding type. It is important 
to recognize that the term genital prolapse merely embraces a variety of 
herniations in a specialized area and that the basic causation and the 
principles of treatment are identical with those already long established for 
hernias in other regions. 
CAUSATION 

Primary.—The causation of prolapse is a complex problem in that many 
factors are involved. Furthermore, given similar circumstances of obstetric 
trauma or difficulty some women develop prolapse later and others do not. 
Obstetric trauma is one of the main predisposing factors but it is by no 
means the only one. Nulliparous prolapse though rare does occur and this 
takes the form usually of uterine prolapse but in a few instances it may 
present as vaginal wall prolapse, either anterior or posterior or both. It is 
due to a structural defect in the tissues supporting the uterus or vagina. The 
normal development of the fascial and muscular supports of the uterus, 
vagina and pelvic floor is important. So also is their physiological capacity 
for stretching to a maximum degree without tearing and of being resilient 
enough to recoil and recover tone after childbirth. It is probable therefore 
that, given normal development of the tissues, those of a young primigravida 
will behave better than those of a primigravida over the age of thirty years. 

The type of prolapse will depend upon the site and degree of obstetric 
trauma. Prolonged pressure as in delayed labour, or sudden pressure as in 
precipitate delivery or hasty delivery with forceps, may lead to permanent 
damage. The area damaged will depend upon the stage of labour, the type 
of pelvis, the position and size of the head, the site of hold-up in delayed 
labour, and the conduct of the labour by the patient and her attendants. 

Other factors involved will be the general physical and mental state of the 
patient before labour, for poor muscle tone and poor coordination of func- 
tion are bound to have undesirable effects. Apart from producing local 
trauma, prolonged labour will lead to a state of fatigue or physical exhaustion. 
Post-partum hemorrhage may also occur and, if inadequately treated, the 
patient will be left weakened in the puerperium. A disproportionate ratio of 
bed rest to physical activity in the puerperium will leave the patient tone- 
less. The absence of physiotherapy will exaggerate this and lead to a vicious 
September 1960. Vol. 185 (271) 
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circle of fatigue and muscle weakness in those important and arduous early 
weeks of child-rearing. 

Precipitating factors.—Many patients who have experienced the primary 
causative factors of prolapse either do not complain of symptoms or do not 
exhibit evidence of the condition until other changes are added. These 
changes may be of two types: the first and commonest is a change in the 
state of the tissues, the second is an increase in stress factors. The weakening 
of the tissues occurs classically at the time of the menopause and the 
frequency with which a patient first presents herself with symptoms within 
two years of the cessation of menstruation is very striking. Others may not 
present themselves until the gradual weakening of advancing years has 
precipitated the prolapse, whilst in other cases debilitating disease or the 
sudden loss of much weight by dieting may precede the prolapse. 

In the second type stress from either without or within may result 
gradually or suddenly in prolapse. External factors, such as the sudden 
strain of lifting a very heavy object or the cumulative strain of moderately 
heavy lifting, are often in evidence. Internal factors are concerned with all 
causes of increased intra-abdominal pressure. Most of these are chronic and 
cumulative in their effects, but in some cases an attack of acute bronchitis or 
the sudden displacement of an ovarian cyst into the pelvis will cause the 
patients to present themselves with prolapse of recent symptomatology. 


SYMPTOMATOLOGY 

Many women have prolapse but do not complain. They accept the milder 
symptoms and sometimes the major ones as the inevitable lot of mother- 
hood. As a consequence some patients do not complain directly of pelvic 
symptoms but rather of general symptoms such as lassitude, fatigue and a 
preference for inactivity. Often the diagnosis has already been made by the 
patient who has a visible protrusion or a feeling of something descending in 
the vagina. In other cases there may be a history of stress incontinence or 
difficulty with defecation to guide one in a patient whose main complaint 
is of vague discomfort in the lower abdomen or backache. 

When a patient complains of discomfort on sitting down as if she was 
sitting on something which seems to be squeezed she is suffering from 
rectocele. On examination the rectocele may not seem very gross, but it is 
unwise to despise a small rectocele. In a few cases recurrent attacks of 
cystitis may be the only presenting syraptom. 

As with other herniations the complaint of pain is more common in the 
early stages of the condition. The earlier the condition, particularly in respect 
of uterine descent, the worse the pain. It may take the form of bilateral 
aching in the groins and may be accompanied by backache and a feeling of 
discomfort in the upper vagina. Deep dyspareunia may be present. The 
symptoms may only be present premenstrually and menstrually. Unexpected 
tenderness of the cervix on movement is a useful sign and this will be found 
to be due to marked tenderness and almost spasm of the utero-sacral 
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ligaments. In a few cases the pain in the lower abdomen may be quite 
severe in the early stages, either in one iliac fossa or also in the midline 
above the pubis and the patient’s condition may temporarily simulate an 
acute abdomen. These acute pains are probably due to early stretching of 
the peritoneum of the posterior abdominal wall via the broad ligaments. 


DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 
In the vast majority of cases this is easy and the patient has often already 
determined the cause of her symptoms. There are cases, however, in which 
the diagnosis is temporarily difficult. This particularly applies to the early 
case of uterine descent, when the symptom may be single and rather vague. 
For example, the complaint may be only of discomfort in the lower abdomen, 
backache, dyspareunia, dysmenorrheea, or, in a few cases, menorrhagia. 

Differential diagnosis is mainly from endometriosis or postural backache. 
The history may superficially simulate that of endometriosis quite closely 
since the discomfort in both this condition and prolapse is worse pre- 
menstrually and menstrually. ‘The ‘dysmenorrheea’ complained of in cases 
of prolapse is less clear-cut and this indefiniteness in all the symptoms is in 
contrast to the distinctness of the same type of symptoms in endometriosis. 
Furthermore, in endometriosis most of the above symptoms will be present. 
Vaginal examination may be inconclusive. In both conditions there may be 
marked tenderness in the region of the cervix posteriorly, which is the cause 
of the dyspareunia. Combined rectal and vaginal examination is of the 
greatest help. In cases of prolapse both utero-sacral ligaments will be tender 
but quite smooth whereas in endometriosis tiny nodules will be palpable 
along the utero-sacral folds or in the centre of the pouch of Douglas. The 
two conditions rarely affect the same patient since as a rule there is a 
marked difference in the parity of the two groups. 

The greatest difficulty arises in differentiating between backache due to 
prolapse and backache due to postural factors. Both may be present and 
aggravating each other. The history may be confusing and on examination 
the prolapse may not appear to be an adequate explanation of the symptoms. 
A ring pessary may be tried for a few months but this will only afford partial 
relief, if any, and is of limited value. In the past I referred many of these 
patients to an orthopedic surgeon. In time many were referred back and 
were not cured until a plastic repair had been performed. My opinion now 
is that it is better to operate on the prolapse in this difficult group. Having 
corrected their prolapse their postural backache may miraculously disappear. 


PREVENTIVE TREATMENT 
The art of obstetrics is concerned not only with delivering the mother of a 
live and healthy child but in ensuring in so doing that the maternal parts are 
minimally damaged. ‘The aim must be to return the mother to society as fit 
structurally and functionally as she was before the confinement. In short: 
‘good midwifery is preventive gynzcology’. 
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The general fitness of the patient must be preserved during the antenatal 
period by adequate exercise and sufficient rest. Debility and fatigue must be 
avoided and anzmia prevented or treated. Education in coordinate muscle 
control must be undertaken before labour. The simplest method of achieving 
this is by indoctrination in control of the levatores ani. This is best done at 
the 37th week during the vaginal examination for assessment of pelvic 
capacity. 

Without fear and with good muscle coordination prolonged labour will in 
most cases be prevented. If prolonged labour threatens in spite of these 
precautions, operative interference will need to be considered before too 
much strain has been imposed on the patient, the passenger, and the 
passages. The assessment of cases of delay in the first stage of labour and 
the method of treatment employed call for skill and judgment. For delay 
in the second stage the problem of treatment is much simpler and by timely 
interference both the foetus and the maternal tissues will benefit. There will 
aiso be less tendency to post-partum hemorrhage. 

Contrary to the teaching in many textbooks there should be no special 
time at which interference is called for. Failure of steady advance of the 
presenting part in the presence of good contractions or with weakening 
contractions is the best indication for artificial delivery, whether by forceps 
or the vacuum extractor. The operation should be performed with local 
anzsthesia and, to avoid sudden stretching of the posterior wall, this should 
be gently ironed out with the fingers before delivery is attempted. In almost 
all cases an episiotomy should be performed. This lessens the strain on the 
lower anterior wall of the vagina and may prevent a urethrocele with sub- 
sequent stress incontinence. There is only one method of episiotomy which 
is anatomically and therefore surgically correct and that is the median cut. 
This allows the levatores ani to slip apart giving plenty of room for easy 
delivery. There is consequently no overstretching of the perineum and with 
good suturing primary healing with hardly any scarring is assured. Any 
other form of episiotomy is so unanatomical and therefore asurgical that it 
should be strongly condemned. 

So much for the doctor’s preventive art. But what of the midwife? A very 
large proportion of deliveries in this country are conducted by midwives and 
because of their rigid rules prophylaxis in the second stage of labour and 
therefore for the third stage is absent. Their task is an unenviable one in 
that their only weapon is hope: hope that spontaneous delivery will take 
place within a specific time with or without a perineal tear. The unnecessary 
prolongation of labour entailed with a tight perineum is detrimental to the 
mother, the foetus, uterine function in the third stage and, in the majority 
of cases, to the soft tissues of the lower vagina and perineum. Once these 
tissues have been kept overstretched for a considerable time the fascia is 
split, the muscles widely separated, and recovery rarely if ever occurs. To 
sum up, it is better for all concerned if the perineum tears and is then 
sutured. Better still, if a timely episiotomy is performed. I maintain that if 
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midwives are allowed to tear or overstretch the perineum, then they should 
certainly be allowed to incise it. It is already the practice in some maternity 
hospitals to allow labour ward sisters this freedom of action and serious 
consideration should be given to altering the rules to allow all midwives to 
perform episiotomy when indicated. 

Every effort must be made to avoid post-partum haemorrhage and when it 
occurs the patient should be adequately treated in order to prevent debility 
in the puerperium: the importance of this cannot be overstressed. The role 
of postnatal exercises, conducted under the supervision of a physiotherapist 
in the rehabilitation of the patient’s muscular tone in the puerperium is 
vital in the support afforded to the pelvic tissues and in the prevention of 
prolapse. Early ambulation in these circumstances is of additional advantage. 

Should some prolapse of the vaginal walls be evident at the postnatal 
examination temporary treatmem for a few months with a ring pessary may 
postpone symptoms of prolapse for years. Should retroflexion of the uterus 
alone be diagnosed the uterus should be replaced and a Hodge pessary 
inserted for three months. After this time, in most cases the uterus will 
maintain its normal position without additional support. By so doing many 
cases of metropathia, infertility and endometriosis can be prevented. 

The uterus will tend to retroflex early in a subsequent pregnancy and the 
patient should be asked to report as soon as she thinks she is pregnant so 
that the position can be checked and, if necessary, corrected and a support 
fitted. Many abortions associated with this factor can also be prevented. 


GENERAL PRINCIPLES OF TREATMENT 
When treatment is indicated, operative treatment is the treatment of choice. 
There are few exceptions to this rule. The age of the patient should not in- 
fluence the decision or the advice given whether she be old or young. It is 
not good practice to condemn a patient to pessary treatment until after the 
menopause and only operate on those cases in which pessary treatment is un- 
satisfactory. Many patients in the child-bearing period now wisely demand 
operative cure and will not tolerate the thought of wearing an ‘instrument’. 

In many of the cases in which pessary treatment has been instituted con- 
trol may be satisfactory for many years. Often, however, we are faced with 
the patient in her seventies who has been wearing a pessary for twenty-five 
to thirty years and now requires operative treatment as pessary control is 
no longer possible. All of these patients want to know why they were not 
advised to have an operation years ago. The answer is that twenty-five years 
ago these operations carried a considerable risk due to anzsthesia, sepsis, 
hzmorrhage and pulmonary embolism and, let us admit it, the results of 
operative treatment of prolapse were unsatisfactory. Many an older prac- 
titioner has stated that at best the ‘cure’ only lasted for two years! 

Among the causes of failure were haste, with inadequate dissection and partial 
operative procedures. To some extent haste was dictated by primary hemorrhage. 
Inadequate hemostasis led to hematoma formation and in a debilitated patient 
sepsis with destruction of tissue, and possibly secondary hemorrhage to follow. 
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There was difficulty in preventing and combating local sepsis and urinary-tract 
infection. In the majority of the cases also the atrophic and inflamed vaginal tissues 
were quite unsuitable for dissection or primary healing. 


PREOPERATIVE TREATMENT 
This should be kept as simple as possible. The patient is admitted two days 
before operation. In the child-bearing period the operation is best performed 
shortly after the menstrual flow has ceased—up to mid-cycle. If the patient 
is immediately premenstrual or menstruating it should be postponed. 

General examination is carried out and a further reassessment made of 
the prolapse and the choice of operative treatment. If special investigations 
are required, such as cystoscopy, these can be performed on the day preced- 
ing operation. Special investigations in ordinary clinical practice are not often 
necessary. A hemoglobin estimation should be done: if below 70 per cent. 
the blood should be cross-matched. A blood transfusion, however, is rarely 
necessary on account of blood loss at the operation. Enemas, douches and 
tamponage are not required. On admission the patient is given two tablets 
of bisacody]l as a mild laxative. On the morning of operation, at 06.00 hours 
a bisacodyl suppository is inserted, which ensures complete emptying of the 
large bowel. 

Unless there is a history of recent urinary infection, and when the 
ordinary urinary specimen of urine is free from obvious infection, the 
catheter specimen is taken when emptying the bladder immediately before 
starting the operation. The patient is put on a course of sulphonamides as 
a prophylactic measure on admission and this is continued until the fifth day 
after operation. Urinary infection is now rarely present preoperatively. 

These rules apply to all patients requiring operations for prolapse. In the 
post-menopausal woman there is one important addition. Géstrogen therapy 
is essential in these patients in order to make certain of primary healing. It 
revitalizes the tissues so that they can be handled satisfactorily, it clears up 
any tendency to vaginitis, it improves the blood supply, it causes slight 
cedema which helps dissection, it gives the patient a sense of well-being and 
often temporarily relieves her of her symptoms of prolapse. The best 
method of giving cestrogen therapy in these cases is by the vaginal route. 
Dienestrol cream is inserted nightly for a fortnight before admission: 
usually with an applicator, but in severe cases of prolapse with the finger. 
After the outpatient consultation the general practitioner is asked to 
prescribe the cream. The patient is told to start using this cream on receiving 
notice from the hospital about her admission and this notice is given a fort- 
night in advance. This procedure has the added benefit of adequate notice 
of admission and the patient is better adjusted than when admitted at 
shorter notice. 

OPERATIVE TREATMENT 
Average cases.—In the average case of prolapse with cystocele and rectocele 
and moderate descent of the cervix a complete plastic repair is performed. 
This is a complete reconstruction of the vagina and deeper structures and 





PROLAPSE AND ITS MANAGEMENT 277 


includes amputation of the cervix. It matters not whether the cystocele or 
rectocele is more prominent, whether the cervix is healthy or unhealthy, or 
whether the patient has, or has not, stress incontinence. 


In reconstructing the vagina and its underlying fascia and muscles, to give lasting 
support it is necessary to dissect freely all the structures. Not only is it necessary 
to separate the bladder widely from the vaginal wall and plicate its fascia, it is also 
essential to free the urethra so that when the pubo-coccygeus muscles are tightened 
beneath it sufficient elevation of the urethra will be obtained in order to prevent or 
cure stress incontinence (Donald, 1908; Bonney, 1952; Kennedy, 1937; Te Linde, 
1947; Pacey, 1949). 

If there is descent of the cervix it will be elongated and it should be amputated 
whether it is healthy or not, in order to tighten the transverse cervical ligaments to 
provide support in this area. The utero-sacral ligaments should also be approximated 
to prevent enterocele. 

In the posterior repair the rectum must be freed from the posterior vaginal wall to 
near the level of the cervix and its fascia plicated. If this is not done recurrent 
rectocele will be frequent. The approach should not involve a vertical incision in 
the posterior vaginal wal! and by using a modification of the Viennese technique this 
can be avoided (Peham and Amreich, 1934). This method prevents a scar on the 
posterior wall which may be tender and which may in some cases adhere to the 
anterior scar. Furthermore, the anatomy of the fourchette is preserved so that entry 
at intercourse is easily possible. With other techniques the skin of the perineum is 
either too far advanced or the orifice narrowed posteriorly so that intercourse be- 
comes difficult if not impossible. The importance of these points cannot be over- 
stressed because the function of intercourse knows no age limit. In all primary 
operations for prolapse the capacity for this function must be preserved irrespective 
of the patient’s age or state 

Finally, the length, width and pliability of the vagina must be preserved if full 
function is to be maintained. In order to achieve this the minimal and not the 
maximal amount of excess vaginal mucosa should be excised. 


To sum up, when the walls of an edifice are bulging they must be taken 
down and reconstructed in toto and in rebuilding the strength must be in 
the pillars and girders and not in the stucco or plaster. Due allowance must 
also be made for contraction and expansion brought about by changes 
of temperature! 

In the plastic reconstruction there should be two distinct layers of suturing. The 
deeper fascial and muscle layers provide the strength in the repair. The vaginal wall 
is merely the lining of the cavity and it is refashioned for function rather than with 
any structural intent. Furthermore, the vaginal covering must be left slightly more 
lax than normal to allow for later shrinkage and still provide for functional distension. 

Special cases.—When there is marked uterine descent, either with an 
atrophic uterus or when hysterectomy is indicated by reason of metro- 
pathia, a vaginal hysterectomy may be performed in addition to the plastic 
repair. In general, the immediate and remote results of this procedure are 
not as satisfactory as compared with a complete plastic repair except in the 
hands of those who make a speciality of this operation. The morbidity tends 


to be increased and, in the best hands, there is an eight per cent. incidence 
of enterocele as a late complication (Hawksworth and Roux, 1958). In addi- 
tion the vagina may be narrowed in the upper part and in some cases 
shortened also. 

In cases in which abdominal hysterectomy for fibroids, metropathia, 
inflammatory disease or endometriosis is indicated the presence of sympto- 
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matic or asymptomatic prolapse is often ignored. These are cases in which 
there is little or no uterine descent. In cases with small fibroids or metro- 
pathia a difficult vaginal hysterectomy with plastic repair may be performed 
by the enthusiast; by others an abdominal hysterectomy is performed and 
the prolapse left untreated. In the latter event the prolapse of the vaginal 
walls gradually worsens and a plastic repair will eventually be required: by 
this time the plastic operation is much more difficult and it is no longer 
possible to guarantee a fully functioning vagina. 

The method best suited to those circumstances in which an abdominal hysterec- 
tomy is indicated in the presence of vaginal wall prolapse is to perform a plastic 
repair and abdominal hysterectomy at the one sitting. A simple anterior and posterior 
repair is performed first and then a total abdominal hysterectomy. This double 
operation has many advantages. It is safe and almost free from morbidity. The 
prolapse is cured and a deeper than average vagina results. The abdominal contents 
are inspected and any additional pathological findings can be attended to, such as 
that involving the appendages or the appendix. Furthermore, if there is a potential 
enterocele sac this can be obliterated readily from the abdominal aspect. There 
is comfort in the knowledge also that perfect hemostasis has been seen to have 
been secured. This certainty of hemostasis is the reason for the virtual absence 
of morbidity. 

Healing.—A perfect result to a vaginal plastic repair is dependent upon 
the following factors which promote rapid primary union:— 

(i) Adequate preparation of the tissues by oestrogens in the post-menopausal 
woman. 

(ii) Avoiding operation just before or during menstruation in the woman of 
child-bearing age. 

(iii) Careful haemostasis and elimination of dead space so far as possible. The latter 
is usually possible in the anterior repair but not so certain in the colpo-perrineor- 
rhaphy. A stab wound in the posterior vaginal wall and a firm pack for twenty-four 
hours will usually prevent a haematoma. 

(iv) Accurate approximation of all wound edges without tension, employing 
interrupted vertical mattress sutures. This also reduces superficial scarring to a 
minimum. 

(v) Employing plain catgut throughout the operation in the finer gauges—o and oo 
only. This has been of considerable help in achieving quick healing (Lawrie, Angus 
and Reese, 1959). 

Prevention of backache.—The lithotomy position on the average operating 
table puts a considerable strain on the lumbo-sacral region and patients may 
later complain of backache following the operation which was not present 
previously. The placing of a small flat pillow under the sacral region relieves 
the strain on the spine. I have used this now for ten years and since its 
introduction there have been no complaints of back strain following any 


operation performed in the lithotomy position. 


POSTOPERATIVE TREATMENT 
With sound preoperative care and good surgical technique there should be 
virtually no complications. The only disturbance which may occasionally 
occur is the development of a small haematoma in the posterior vaginal wall 
between the vaginal and rectal fascias. 
The care of the bladder is the most crucial point in postoperative manage- 
ment. Each gynzcologist has his own ideas about the details involved. The 
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main principle is that the bladder must never be allowed to become over- 
distended. If it becomes overdistended and atonic, infection will be difficult 
to avoid. If the tone of the bladder is preserved it will soon function normally 
and residual urine will rapidly diminish. 

For this reason I prefer an indwelling catheter for forty-eight hours with con- 
tinuous drainage to a bottle. This relieves the patient, the nursing staff and also the 
surgeon. After forty-eight hours the catheter is removed and intermittent catheteriza- 
tion is employed during the day until urine is spontaneously voided. At night the 
indwelling catheter with continuous drainage can be employed to encourage sleep. 
Once urine is voided spontaneously a check is made for residual urine and while it is 
240 ml. or more this should be done twice daily. Below 240 ml. a check is made 
daily, usually in the evening, and once the residual urine is reduced to 60 to go ml. 
no further catheterization is required. 

Using this technique and a prophylactic course of sulphonamide few 
cases of infection occur. To avoid cross-infection by latex catheters a glass 
catheter is used for intermittent catheterization and a new latex catheter 
for continuous drainage, the latter being reserved for one patient. 

If there is any history of previous thrombosis, or if fresh clotting is 
detected at operation, the patient is put on anticoagulant therapy for seven 
days starting the day after operation and the prothrombin level maintained 
at about 30 per cent. 

No swabbing of the perineum is necessary. 

The patient is put on a light diet from the first postoperative morning and 
encouraged to eat. This is continued for three days. Spontaneous bowel 
action may occur on the fourth or fifth day. On the fifth day two tablets of 
bisacody] are given and the patient allowed out of bed. A bath is taken on the 
seventh day. A vaginal examination using ‘lubafax’ surgical lubricant is 
performed on the tenth day when healing should be sound. When plain 
catgut is used this has already disappeared from the superficial layers, the 
wounds are dry, and there is no discharge. The patient leaves hospital on 
the twelfth day following operation. 

Follow-up examination.—F ollowing plastic repair operations all patients 
are asked to report at two months. Usually the patient has fully recovered 
and her symptoms are cured. In a few cases the patient may have had a mild 
attack of cystitis after returning home due to a flare-up of a postoperative 
infection. Urgency of micturition may be complained of occasionally but 
this is a temporary annoyance and usually clears up in a few months. After 
assessing the structural result and wound healing any small granulations, 
which are infrequently present, are cauterized. 

The functional result is then checked with two fingers. Pliability and 
freedom from tender scars are important. If the capacity is normal the 
patient is advised that intercourse can be resumed. Before this act can take 
place without discomfort or anxiety in the rehabilitation phase it is necessary 
to provide an artificial lubricant. For this purpose ‘lubafax’ surgical lubri- 
cant has been found to be eminently satisfactory. Should the capacity be 
found to be slightly less than required in the post-menopausal woman, due 
to shrinkage of a greater degree than anticipated, the temporary use of 
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diencestrol cream for fourteen days will restore the pliability of the tissues, 
and glass vaginal dilators will aid restoration of the capacity. Once this has 
been achieved intercourse assisted by ‘lubafax’ may be attempted. 


THE USE OF A PESSARY 

The treatment of prolapse by any form of pessary is not a desirable form of 
therapy. A pessary may, however, be used in a few cases for diagnostic 
purposes when the partial relief obtained may indicate that the prolapse is 
the main cause of the symptoms. When operative treatment is indicated for 
prolapse the temporary insertion of a pessary is unwise as the patient may 
then decide against operation. Furthermore, the wearing of a pessary causes 
adhesions between the bladder and vaginal fascias and makes the dissection 
more difficult at the subsequent operation. In a few cases in which the 
prolapse symptoms are acute due to dragging on the utero-sacral and broad 
ligaments temporary pessary treatment will be beneficial. 

Fortunately, in many cases of prolapse pessary treatment is quite useless. 
A pessary will not support a marked degree of rectocele nor will it relieve 
stress incontinence. A ring pessary is quite futile in most cases of marked 
uterine descent, merely forming a collar around the cervix. Unless the 
perineum is adequate a ring pessary of the correct size will not stay in the 
desired position and will tend to fall out. 


A ring pessary relies on circumferential pressure to provide support and it does 
so most efficiently only in cases of equal anterior and posterior wall prolapse of 
moderate degree when there is reasonable approximation of the levatores ani. When 
the perineum is weak and the levatores ani widely separated there is a strong tempta- 
tion on the part of the practitioner to insert a ring pessary of too great a size and in 
quite a short time pessary ulceration of the vagina will result. 


The type of pessary which has given least trouble is the rigid celluloid 
ring. It is not, however, suitable for all cases. For example, when the vagina 
is capacious and the introitus relatively small it is impossible to insert the 
correct size of pessary. In the past this difficulty was overcome by employing 
the flexible rubber-covered watch-spring pessary. Due to the reaction 
produced by impurities in the rubber, this type of pessary leads to a marked 
vaginitis with a discharge which is most unpleasant. It cannot be too strongly 
emphasized that a rubber watch-spring pessary has no place in the treatment 
of prolapse. Instead, a flexible ‘vinyl’ pessary, made from a special non-toxic 
polyvinyl chloride compound manufactured by Portland Plastics Limited, 
may be used in these cases. Even this type of pessary may lead to a complaint 
of irritation in a few instances. 

There are two groups of patients in whom pessary treatment must 
reluctantly be employed when feasible. The first is in those patients who 
are quite averse to the idea of an operation. The second group is in those 
patients deemed by reason of some serious disease or infirmity to be un- 
satisfactory risks for either anesthesia or surgery. Age in itself is no bar to 
operation but the age of the arteries may be, and in cases of arteriosclerosis 
and in diabetes mellitus with arterial degeneration primary healing may not 
occur and there may be a risk to life from local gangrene and sepsis. 
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In the older age-group more cases are seen of severe uterine descent with 
the cervix outside the vulva. When operation is contraindicated the patient 
must be suitably prepared before pessary treatment can be undertaken safely, 
because of the atrophic inflamed and often ulcerated tissues. In the less 
severe cases a course of cestrogen therapy can be given as an outpatient. The 
patient is asked to smear some diencestrol cream into the vaginal walls each 
night for a fortnight. At the end of this time her tissues will be healthy. In 
more severe cases the patient must be admitted to hospital, the prolapse 
gradually reduced and dienestrol cream inserted daily. In about ten to 
fourteen days the tissues will be quite healthy and a pessary can then be 
inserted. The best type for these cases is the Simpson shelf pessary. 
Curiously this valuable instrument has never achieved universal favour 
among gynzcologists, possibly because it is a weapon for the specialist. 

It is easy to introduce but it requires some skill in assessing the correct size 
required, and particularly in its removal. The principle employed is that of platform 
support on which the cervix rests. It does not depend upon lateral pressure on the 
vaginal walls. The pessary rests on the levatores ani and if these are too widely 
separated even this pessary cannot be retained. The pessary is inserted and removed 
by a cork-screw action. When the pessary is changed a quantity of diencestrol cream 
can be conveniently placed on the upper surface of the pessary to act as an cestrogen 
depot. This instrument can, of course, only be employed in the post-menopausal 
woman and when intercourse is no longer desired. 


All pessaries must be removed, cleansed with soap and water and the size 
adjusted if necessary every three to four months. No longer interval should 
be allowed to elapse between changes. \n the early stages of pessary treatment 
the tissues will tend to shrink considerably and the first return visit and 
sometimes the second should be at two months. 

At best, pessary treatment is a poor substitute for operative cure and 
many patients who thought they were too old for an operation at one time 
regret la:er the inconvenience and mild discomforts of wearing a pessary. 
More ironical are the cases in which the patient refusing the advice of an 
operation in her fifties or sixties finds that in her seventies the pessary is no 
longer satisfactory and has to submit to a late operation. With advancing age 
pessary control becomes less effective and eventually, due to the weakening 
of the tissues, the pessary may no longer be retained. 


PROLAPSE IN THE CHILD-BEARING PERIOD 

A few patients may require temporary ring pessary treatment for a few 
months in the immediate postnatal period to give some support during 
continuing involution for vaginal wall prolapse with or without uterine 
descent. ‘These same patients may complain of prolapse symptoms in a 
subsequent pregnancy and then require to wear a pessary until the 28th 
week. As stated previously, in cases of retroflexion without prolapse the 
uterus should be replaced and a Hodge pessary inserted for three months. 
The uterus should then remain in normal position until the next pregnancy. 
Such patients should be asked to report very early in pregnancy so that the 
uterine position may be checked. If retroflexion has recurred the uterus 
should be replaced and a Hodge pessary inserted until the 16th week. 
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When prolapse symptoms develop after one or two children and are not 
severe they may be relieved by pessary treatment temporarily until the 
family is completed. If the family is already thought to be complete a plastic 
repair should be performed. ‘The same applies to cases in which the prolapse 
is of greater degree or in which it is unsuitable for pessary treatment. In 
primary operations for prolapse it is always possible to reconstruct the 
vagina to provide for normal intercourse and this must be achieved. Failure 
in this respect may have disastrous consequences not only in one home but 
its repercussions may be felt in many homes. The operation must be a 
success both structurally and functionally and to ensure this requires 
surgical art as well as skill and experience. A plastic repair in a young woman 
is a serious undertaking and should only be performed by the gynzcologist 
in charge and not delegated to junior staff. 

In cases of prolapse accompanied by a marked degree of retroflexion it is 
not always possible by plastic vaginal repair alone to restore the normal 
position of the uterus. In some cases it is advisable to perform a sling sus- 
pension of the uterus at the same time. If doubtful about the necessity of 
this additional procedure it can be postponed and performed during the 
convalescent period or later when indicated. 

During the operation of plastic repair in young women the question of 
future pregnancy must be considered and the competency of the cervix 
preserved. The technique is adjusted so that only a minimal amount of 
cervix is excised, 

Pregnancy following a plastic repair is usually quite uneventful and, so 
far as is at present known, pregnancy itself has no detrimental effect on the 
result of the repair. If, however, too much, cervix has been amputated the 
incompetency of the cervix will lead to premature labour at about the 
28th week. All patients who have previously had a plastic repair should be 
confined in hospital. The method of subsequent delivery may be argued by 
some obstetricians but it is never in doubt to the patient. There is only one 
safe and logical course open and that is delivery by Casarean section. Apart 
from the knowledge of the dangers and difficulties attendant upon vaginal 
delivery in these cases, and the strong probability of recurrence of the 
prolapse even when vaginal delivery is successfully accomplished, some will 
still advocate delivery per vias naturales. 'To attempt vaginal delivery in these 
cases is to pursue a policy of false conservatism. 

Following the Casarean section the family may now be complete and the 
patient may sensibly request sterilization. 


RESULTS 
The results of operations for prolapse can be uniformly good provided care 
is taken over the following points :— 
(i) Case selection. 
(ii) Choice of operative procedure. 
(iii) Adequate preparation of the tissues in the menopausal and post-menopausal 
woman. 
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(iv) Reduction of primary hemorrhage by infiltration with noradrenaline in saline 
in a dilution of 1 :100,000. 

(v) The avoidance of hematomas. 

(vi) Attention to detail in mobilizing all the structures and in accurate suturing. 

(vii) Using o and oo plain catgut throughout. This allows rapid healing with 

minimal tissue reaction. 

(viii) Sufficient time spent on primary operations 

(ix) The avoidance of a vertical incision in the posterior vaginal wall. 

(x) Attempting to preserve the capacity for intercourse in all cases. This entails 

the removal of the minimal amount of apparently redundant mucosa. 

(xi) Early rehabilitation, but protection from undue physical stress causing sud- 

den increases in intra-abdominal pressure in the first three to four months. 

Failures.—These may be due to any of the following causes :— 

(i) Wrong type of operation and incomplete procedures. 

(ii) Faulty technique or faulty timing in pre-menopausal patients. 

(iii) Haste. 

(iv) Hzmatomas with or without infection 

(v) Slow healing due to inadequate preparation of post-menopausal tissues and 

the use of chromic catgut. 

(vi) Poor tissues. 

(vii) Excessive physical exertion in the early postoperative period. 

Most failures are therefore preventable. Even when all care has been 
taken, however, a few failures will be found, due to poor tissues either 
inherently or due to previous trauma or scarring. Other failures are due to 
circumstances leading to excessive strain being imposed on the operative 
area before healing is firm. The development of acute bronchitis in the early 
weeks or the need to nurse a sick relative are usually precursors of recurrence. 
The lifting of heavy objects in the early months, whether these be related to 
employment or in the home, must be avoided; otherwise the result will be 
seriously jeopardized. ‘The recurrence in these cases is usually a cystocele. 


STRESS INCONTINENCE 

This can be prevented or cured in almost all cases by adequate dissection 
and elevation of the urethra. If, however, this symptom persists due to 
inadequacy of the primary operation, then a special operation may be neces- 
sary. A second vaginal operation may succeed but there is difficulty in dis- 
section due to scar tissue and it may be contraindicated if the pubo-coccygeus 
muscles were found to be poor structures at the original operation. 

The abdominal operation devised by Marshall, Marchetti and Krantz (1949), in 
which the urethra is elevated by suturing the para-urethral tissues to the posterior 


aspect of the symphysis pubis is probably the best of the special procedures. It has 
the great merit of simplicity and is nearly always successful. 


ENTEROCELE 

In spite of efforts to prevent or cure this herniation of the peritoneum of the 
pouch of Douglas a few cases are unsuccessful following primary operation. 
This condition can usually be cured by a second vaginal operation in the 
posterior compartment. In order to make sure of success, however, it is 
often necessary to narrow the vagina at the vault and the functioning capacity 
of the vagina is reduced. This difficulty of preserving the capacity of the 
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vagina applies to all repeat repair operations and underlines the necessity 
for attempting to obtain a complete cure by the primary procedure. In some 
cases the abdominal approach may be employed to cure the enterocele. 
Should an enterocele develop after a complete plastic repair or after a 
vaginal hysterectomy and repair, it is very important that this should be 
cured immediately. If delay is allowed, the other structures will be drawn 
down and a more major procedure will eventually be required. 


SUMMARY AND CONCLUSIONS 
The incidence of prolapse will be reduced by sound obstetric management 
ante-, intra- and post-natally. It is suggested that the freer use of episiotomy 
(central) by doctors and the employment of episiotomy by midwives will 
be beneficial. 

Operative treatment of prolapse now offers a very good prospect of 
permanent cure and should always be the method of choice irrespective of 
age. Preoperative treatment has been greatly simplified and the value of 
cestrogen cream in the post-menopausal patient is emphasized. Postoperative 
complications are rare. 

Complete operations are required in most cases of prolapse. The urethra 
must be elevated sufficiently in all operations, either to prevent or to cure 
stress incontinence. The prevention of enterocele is equally important. 

The capacity for intercourse must be preserved at all times in primary 
procedures. 

When abdominal hysterectomy is indicated in parous women any vaginal 
wall prolapse should be attended to at the same time. 

Rapid healing is important and fine plain catgut is superior to chromic 
catgut in this respect. Undue stress to the operative area must be avoided in 
the early months. 

Backache due to postural strain in the lithotomy position can be prevented 
by providing sacral support. 

Delivery following a complete plastic repair should be by Cesarean 
section. 

Pessary control should be restricted to a few cases when, temporarily or 
permanently, operative treatment is contraindicated. 
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MALFORMATIONS OF THE FEMALE 
GENITAL TRACT 


By C. S. RUSSELL, M.D., F.R.C.S.Eb., F.R.C.O.G. 
Professor of Obstetrics and Gynecology, University of Sheffield; Obstetrician and 
Gynecologist, United Sheffield Hospitals and Sheffield Regional Hospital Board 


MALFORMATIONS of the female genital tract, though no more than a small 
part of human misfortune, are common enough to warrant special con- 
sideration. Although often striking in effect there is this to be said about 
them, they seldom cause as much physical suffering as might at first sight 
be expected. Human beings are very adaptable, sometimes surprisingly so, 
and women with developmental errors often accept their difference from 
other women quite calmly and philosophically. The effect probably depends 
upon the endocrine pattern rather than on the particular anatomical fault. 
Thus, a woman with gonadal aplasia may not feel as strongly about her 
inability to have a family as her sister equally sterile but with normal ovarian 
activity; and a woman with a double uterus may be little put out by her 
difference from other women. 

Broadly speaking, the developmental errors of the reproductive tract fall 
into two groups, comprising on the one hand those cases showing a failure 
of fusion of the two Miillerian ducts and on the other hand those cases 
showing a failure of development. Cases of intersex comprise a third group, 
and developmental errors at gonadal level a fourth. 


FAILURE OF FUSION OF MULLERIAN DUCTS 

Failure of fusion of the two Miillerian ducts is relatively common and takes 
all forms between the two extremes of no visible external change in the 
appearance of the uterus and a trifling trend towards two separate horns to 
a complete duplication of the two horns. A double uterus and double vagina 
is a fault that seldom causes symptoms and therefore can all too easily be 
missed on vaginal examination because one vagina may be collapsed to one 
side, when only one cervix is felt and the second uterine horn is thought to 
be a fibroid or ovarian swelling. Even in pregnancy and labour the true 
state of affairs has not always been recognized. For example, the true 
dilatation of the cervix can pass unrecognized because the wrong cervix was 
palpated. I have even heard of an attempt, needless to say unsuccessful, to 
induce labour by artificial rupture of the membranes through the cervix on 
the non-pregnant side. Both horns of a double uterus can bear a child to 
term and I myself have carried out Caesarean section on one horn of a 
double uterus and seen the scar of a previous Cesarean section on the other 
horn. Even twins have, I believe, been reported one in each horn. 

What effect does the double uterus have on the pregnancy and labour? 
As a rule the genital tract on each side is complete in every respect and one 
September 1960. Vol. 185 (285) 
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can say that the half is as good as the whole. Apart from the recognition of 
the fault on vaginal examination there will be no unusual features in preg- 
nancy until near term when the pre senting part may be felt to be high. The 
non-pregnant horn may be felt below or alongside the presenting part, but 
even this can easily pass unrecognized. In labour the non-pregnant horn 
usually pulls up out of the way just as a uterine fibroid will often do as the 
cervix takes up and dilates; vaginal 

delivery can be expected. Occa- 

sionally the non-pregnant horn ob- 

structs labour. The vaginal septum 

can cause difficulty. In all cases 

delivery should be in hospital. 

What effect does the pregnancy 
and labour have on the double 
uterus? The pregnancy has little 
effect apart from causing enlarge- 
ment of the non-pregnant horn. 

Labour, however, is much more 
serious because the passage through 
the birth canal can lead to serious 
tears of the soft tissues. In its — . 

. Fic. 1.—A vaginal septum in a case of double 
descent through the birth canal the uterus. 
foetus can tear the dividing septum, 
passing partially or wholly from one side to the other. Most important the 
vaginal septum instead of tearing in the harmless part between rectum and 
bladder can tear in such a way that part of the bladder is torn out. For this 
last reason all pregnant 
women, indeed all women 
of childbearing age with a 
vaginal septum, must have 
this divided (fig. 1). In 
pregnancy the fourth month 
is a good time for this 
operation. 

Lesser degrees of failure 
of fusion of the two Miil- 
lerian ducts lead to the 
uterus often looking and 
feeling normal enough but 


. Fic. 2.—A bicornuate uterus photographed just after 
with two separate horns: Cesarean section for persistent transverse lie. 


the bicornuate uterus (fig. 

2). This type of fault sometimes interferes with implantation of the ovum, 
especially if the septum between the two horns is thin or incomplete and 
if the ovum embeds on it. At other times this fault causes foetal malpre- 
sentation and particularly shoulder presentation, and when a persistent 
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transverse lie is noted in the antenatal period such a diagnosis must be 
kept in mind, though, of course, the other causes must also be considered. 
Central placenta previa, cervical fibroid, and full-time ectopic pregnancy 
should be in mind in any case of persistent transverse lie. 
Occasionally, repeated abortions occur in the presence of a double uterus, 
and a decision may be 
required as to whether 
surgical correction of the 
uterine fault is indicated. This 
can be a difficult matter to 
settle because of the un- 
certainty as to the relationship 
between the anatomical fault 
and the pregnancy failure. 
Clearly, operation will be use- 
less if the abortion is the 
result of genetic faults, but 
mye} it should be successful if the 
Fic. 3.—The vulval appearances in a woman with anatomical fault was interfer- 
congenital absence of the uterus and vagina. ing with normal nidation. As 
The construction of a vagina was very success- * 
ful. a rule I would say that opera- 
tion was seldom required. 


FAILURE OF DEVELOPMENT OF MULLERIAN DUCTS 
Failure of development on one or both sides is probably a rather more 
serious fault. Rarely, one Miillerian duct is completely absent when one 
would expect other congenital faults, especially absence of one kidney. One 
side may develop incompletely to a rudimentary uterine horn; if menstrua- 
tion is dammed up in such a horn dysmenorrheea and a palpable swelling 
would be features. Pregnancy can occur in a rudimentary uterine horn, but 
it cannot continue for long because the absence of a well-developed endomet- 
rium allows implantation straight on to the muscle wall which is too thin to 
contain the conceptus for long. Rupture and intraperitoneal hemorrhage will 
follow. A diagnosis of ruptured tubal gestation will generally be made, but 
the period of amenorrhcea before symptoms may be longer. Treatment is by 
the removal of the horn. 

The failure of development may occur without any apparent failure of 
fusion, when the uterus is replaced by a button of tissue. The fault may be at 
Miillerian duct level or at ovarian level. In the former there are normal 
secondary sexual changes; in the latter there will be absence of such changes. 
Complete absence of the uterus is usually associated with absence of the 
vagina (fig. 3). Such women are often otherwise normal young women, 
attractively feminine, and they hope to marry. Although such a woman can 
never bear children it seems wrong that she should be deprived of the 
companionship and sexual relationship of marriage. The construction of a 
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vagina is a straightforward enough surgical procedure and, provided care is 
taken both at the time and with the after-care, the results are excellent. Of 
course, before marriage the true situation must be made clear to the man and 
probably to responsible relatives on both sides. If such a woman brings to 
her marriage the determination to make a success of it then she may well 
be bringing more than many women bring. 


IMPERFORATE HYMEN 
One other malformation of the genital tract must be mentioned without 
further delay, for the consequence of its neglect is so much out of proportion 


3. 4.—Case of gonadal dysgenesis, 
previously called Turner’s syn- 
drome. The vulva, vagina, uterus, 
and Fallopian tubes were infantile. 
At the side where a gonad might 
be expected there was a streak of 
nondescript tissue. There was no 
breast development. 


to the lesion itself. I refer, of course, to the imperforate hymen blocking the 
egress of the menstrual loss. Treatment is by simple incision of the obstruct- 
ing membrane but, if this be neglected or delayed through a failure of 
diagnosis, haematometra results with irreparable damage to uterus and tubes. 
I have known a young woman eventually lose her uterus because of delay in 
the diagnosis of imperforate hymen and hematocolpos. Any young woman 
who has not started to menstruate within, say, two years of breast develop- 
ment or who is having periodic abdominal discomfort without apparent 
menstrual loss must be examined for an imperforate hymen. 
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INTERSEX 

The word ‘intersex’ has come to refer to persons with varying degrees of 
ambisexual development. In the female (female pseudohermaphrodite) one 
of the most important examples of intersex is the congenital adrenogenital 
syndrome. In this the overacting foetal adrenal gland masculinizes the female 
foetus so that it is born with an enlarged clitoris and varying degrees of fusion 
of the labioscrotal folds. When the fusion of the labioscrotal folds is very 
marked the whole urogenital sinus is covered except for a small slit-like 
opening at the base of the phallus. With lesser degrees of fusion of the folds 
there will be an appearance more like that of a normal female. There is often 
electrolytic imbalance. Diagnosis is made by finding an excessive excretion 
of 17-ketosteroids. Treatment with cortisone, by suppressing the overactive 
adrenal, will allow normal female development. Virilization can, of course, 
also appear in females after birth, but this is a matter rather outside the scope 
of this article. 

MALFORMATIONS AT GONADAL LEVEL 
Malformations at gonadal level are much better understood these days 
following the many new developments in this field. First of all there was the 
recognition that in most of the body cells of women there was at the edge of 
the nucleus a mass of chromatin which was absent from most of the cells of 
men. Soon it was noted that certain women with Turner’s syndrome 
(fig. 4), now called gonadal dysgenesis, did not have this chromatin mass; 
these women were thought to be genetic males but more recently, following 
work which allowed the chromosomes in Man to be counted, it has become 
clear that the fault was in the number of chromosomes and that instead of 
having 22 pairs of autosomes and one sex chromosome pair (XX in the 
female, XY in the male) these women have only one sex chromosome XO. 
The fault appears to be one of non-disjunction of the sex chromosome pair, 
the XX or XY pair splitting up into XX and O or XY and O instead of into 
X and X or X and Y. In gonadal dysgenesis it is thought that the non- 
disjunction is on the male rather than on the female side. 


CONCLUSION 

Our understanding of malformations of the female genital organs is much 
better than it used to be, but there are still many unanswered questions. 
Although we may be able to label our cases correctly, and even do a great 
deal for them by various combinations of medical and surgical treatment, 
we are far from any understanding of just why the various faults occur. Are 
there particular illnesses or combinations of illnesses of mother and father 
that combine to cause the errors, or is it something completely outside 
human control? Until more is known all we can do is to encourage and 
promote the highest levels of health. Much more attention should be paid to 
the health of the mother (and the father), not just in her pregnancy but 
before it as well. 





TUBERCULOSIS OF THE 
GENITAL TRACT IN WOMEN 


By PHILIP RHODES, M.B., F.R.C.S., M.R.C.O.G. 
Obstetric Physician, St. Thomas's Hospital 


Tue diagnosis of female genital tuberculosis is not easy. It depends upon 
clinical suspicion followed by determined efforts to demonstrate histo- 
logical disease or to culture the M. tuberculosis. Until one or other or both 
of these has been done the diagnosis is not certain. 


PATHOLOGY 
For all practical purposes tuberculosis of the female genitalia is always 
secondary to a focus elsewhere. This is a reminder that wherever tubercu- 
losis is found it is a local manifestation of a general disease. In 60 to 80 per 
cent. of genital cases the primary site of tuberculosis is in the lungs or 
pleure (Jedberg, 1950, Barns, 1955) although, of course, it may be in glands 
of the neck, abdomen, bone or kidney. Because respiratory disease is usually 
caused by human strains of the M. tuberculosis, this organism is found in 
96 per cent. of genital cases (Sutherland, 1958). 

From the primary site the bacteria spread by the blood stream to the 
Fallopian tubes. From them the disease spreads directly to the endometrium 
in go per cent. of cases (Haines, 1958). ‘This means that tubal tuberculosis 
can be inferred from examination of the endometrium in most cases but 
not in all. It is the 10 per cent. of exceptions which create many of the 
difficult diagnostic problems. From the tubes there is spread to the ovaries 
in one-third of the cases, and it may be hard to decide at operation whether 
to remove ovaries that are macroscopically normal. 

It is remarkable that the peritoneal tuberculosis of childhood rarely 
spreads to the female genitalia. At this time they seem not to be susceptible 
to infection. But it is quite otherwise when the girl’s first infection in an 
extra-genital site occurs about the time of puberty or shortly after. The 
tubes are then very vulnerable to attack, and Jedberg (1950) infers that 
many are infected at this age, although they are often not recognized 
clinically until much later. Barns (1955) makes the reasonable suggestion 
that any girl who is not Mantoux positive by the age of eleven ought to 
have BCG vaccination in order to prevent genital infection. Since infertility 
with all its unhappiness is not infrequently due to genital tuberculosis such 
prophylaxis has much to commend it. 

In this country, the genital tract, other than the tubes, endometrium and 
ovaries, is rarely involved, but this is not necessarily so elsewhere. Rewell 
(1958) in South India found tuberculosis of the cervix in one-quarter of his 
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cases of endometrial involvement. Similar disease of the cervix is also 
common in China, Spain and South-Eastern Europe. This probably reflects 
the general standards of public health and medicine, for a report from South 
Africa (Muller, 1957) showed that genital tuberculosis was seven times 
commoner among the non-whites than among the whites, this reflecting the 
general level of the disease in the two communities. This shows that as 
extra-genital tuberculosis is controlled, so the incidence of the genital 


disease will fall. 

As in other parts of the body, genital lesions may be mainly fibrous or 
mainly exudative in type. The exudative type, which is the rarer, is the 
easier to diagnose for the lesions are larger ; because adhesions are uncommon 
surgery is easier too. The opposite is true of the fibrous type. 


DIAGNOSIS 
When the etiology of gynzcological symptoms in a young woman is not 
reasonably obvious on the clinical evidence, the possibility of tuberculosis 
should be considered. 

Age.—The average age at diagnosis is about 28, with a range from 20 to 
40 years; cases occur before and after these ages but they are not common. 
Since infection of the tubes often takes place in adolescence it will be seen 
that the disease may be dormant for many years. This is unfortunate because 
the longer the infection is present the greater is the damage to the tubes 
likely to be, and at this late stage, although treatment may eliminate the 
infection, function will probably not be restored and the woman will 
remain infertile. The delay in diagnosis is due in part to the insidious nature 
of the disease, in part to the patient, and in part to the doctor. Another 
reason is that the symptom of infertility does not declare itself until some 
time after marriage. 

Previous history.—A previous history of tuberculosis of any kind, together 
with gynecological symptoms, makes further investigation imperative, be- 
cause in proved cases of genital tuberculosis 75 per cent. have, or have had, 
tuberculosis in another site. Pulmonary tuberculosis is the commonest 
previous infection, but less obvious evidences of infection, such as erythema 
nodosum and pleural effusion, are not rare. Jedberg (1950), investigating 
186 cases of genital tuberculosis found that 39 had had pleural effusion and 
29 erythema nodosum. A chest x-ray should therefore be routine in all 
suspected cases. Sutherland (1956) found in his series of genital tuberculosis 
that 3 per cent. had unsuspected active pulmonary disease at the same time. 

Of women presenting primarily with pulmonary tuberculosis, about 10 
per cent. will be found to have genital infection as well. Those with renal 
lesions have genital involvement in about 5 per cent. of cases. This is not 
often realized and it is fortunate that treatment of the extra-genital tubercu- 
losis will cure that in the pelvis also. Full diagnosis of the extent of the 
disease in women with ‘medical’ and ‘surgical’ tuberculosis demands a 
thorough gynzcological examination, but this is too rarely made. 
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SYMPTOMS AND SIGNS 
Symptoms.—Clinical analyses by Jedberg (1950), Townsend (1955), Cox 
(1957), Muller (1957), Tovell and Gannem (1957) and Sutherland (1956, 
1958) all show that no symptom is diagnostic but it may indicate the neces- 
sity for further investigation. The three main presenting symptoms are pain, 
infertility, or abnormal menstrual cycles. 

Pain.—About half the patients suffer some pain. It is usually of insidious 
onset and felt as a vague discomfort in the lower abdomen, and not neces- 
sarily related to the periods. Occasionally the onset is acute, when a diagnosis 
of pyogenic salpingitis is likely to be made. Dysmenorrhoea may occur but 
has no special features to distinguish it from other commoner varieties of 
the complaint. 

Infertility.—About 5 per cent. of women complaining of infertility will be 
found to have tuberculosis when the curettings are examined microscopi- 
cally, although it is probable that this incidence is now decreasing. In such 
cases there are rarely any physical signs in the pelvis. When the disease has 
been contracted later in life the woman may have had children previously. 
Sutherland (1958) found this to be so in 7 per cent. of his cases. Genital 
tuberculosis can therefore be a cause of both primary and secondary in- 
fertility, so that all women with this symptom should be examined under 
anesthesia and the uterus curetted. 

Abnormal menstrual cycles —Anything from a quarter to one-half of the 
patients will experience a change from their own normal pattern of men- 
strual cycles. This change may take the form of amenorrheea, oligomenor- 
rheea, scanty menstruation, polymenorrheea, or menorrhagia. In other words, 
any variety of menstrual abnormality may be caused by genital tuberculosis. 
It is important to recognize, however, that half of these patients retain 
normal cycles (Stallworthy, 1952). 

Other symptoms.—Some patients may complain of leucorrhoea, fatigue, 
loss of weight or fever, but these are all too vague to be of real help. Never- 
theless, when a woman is indefinably unwell the possibility of genital 
tuberculosis being the cause should be entertained. 

Signs.—On bimanual examination of the pelvis, even under anesthesia, 
no abnormality can be detected in well over half the cases. In many others 
the findings are equivocal, being thickenings in the adnexal region, retro- 
versions and the like. Only rarely are the tubes definitely enlarged. If, how- 
ever, the tubes are enlarged in a virgin the cause is almost certainly tuber- 
culosis, for most other causes of salpingitis are consequent on sexual 
intercourse, abortion or childbirth. Visible ulcers on the cervix, vagina or 
vulva need biopsy for full diagnosis. The naked-eye appearance, though 
possibly suggestive, is never diagnostic. 


SPECIAL INVESTIGATIONS 
Some special investigation is essential in any patient in whom genital 
tuberculosis is suspected on the clinical evidence. The importance of a 
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chest x-ray has already been stressed. Other methods are as follows. 

Curettage.—This is the most valuable form of investigation for it obtains 
material for histological examination, culture and guinea-pig inoculation. 
Full curettage rather than outpatient biopsy is advised in the first instance at 
least, because there is then less likelihood of missing a small lesion. The 
operation should be done in the premenstrual week when the tubercles will 
have attained their maximal development, for they wax and wane in time 
with the endometrial cycle. Because of this there is rarely time for caseation 
to occur and typical tubercles are uncommon. The histological diagnosis is a 
matter for the expert pathologist. The value of curettage depends upon the 
fact that go per cent. of those with tuberculous infection of the tubes have 
had spread of the disease to the endometrium, though more than one curet- 
tage may be necessary before the diagnosis is positively established. The 
ten per cent. of patients in whom the disease is present in the tubes but not 
in the endometrium will require other investigations for their detection. 

Menstrual blood and cervical mucus culture.—These methods are not much 
used in this country, but perhaps should have a place. Halbrecht (1958) 
found culture to be positive in 92 of 103 cases, and endometrial biopsy in 
only 67 of the same cases. (This is probably an argument for full curettage 
rather than biopsy.) Culture must be repeated ten times before accepting a 
negative diagnosis, and even in known cases of disease culture may only be 
positive once in every three or four tests. These two limitations severely 
diminish the value of the test but, when tuberculosis affects only the tubes 
and not the endometrium, culture is the only certain method of diagnosis 
short of laparotomy and tubal biopsy. Menstrual blood for culture is ob- 
tained by a long cannula and syringe from the cavity of the uterus on the 
second day of menstruation, when the flow is at its height. Cervical mucus 
is similarly aspirated at the time of ovulation. 

Hysterosalpingography.—This radiographic method, in which radio- 
opaque dye is introduced into the cavity of the uierus and tubes, has many 
enthusiastic supporters, but more opponents. Its major drawback is that it 
can give only indirect evidence of tuberculous infection from the outlined 
anatomy of the lumen of the tubes. The distorted anatomy may be very 
suggestive of the disease but is not finally diagnostic. Further, the method is 
liable to cause a flare of the infection, though to be fair even curettage may 
on occasion do the same. 

Culdoscopy.—Interest in this is reviving. With the patient anzsthetized, 
a viewing instrument is inserted through the posterior fornix of the vagina 
into the peritoneal pouch of Douglas. In typical instances of the disease a 
fairly certain diagnosis can be made on the ‘naked-eye’ appearance but even 
then biopsy is desirable as well. 

In brief, the diagnosis is established on the history, a chest x-ray, histo- 
logical findings, and culture or guinea-pig inoculation of the endometrium 
obtained by curettage. When the tubes and not the endometrium are 
involved the diagnosis depends upon the methods of menstrual blood and 
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cervical mucus culture, hysterosalpingography, culdoscopy, and biopsy of 
the tubes by laparotomy. 
TREATMENT 

It is now generally agreed that sanatorium treatment is unnecessary for 
genital tuberculosis, although it may perhaps be desirable on other grounds. 
There are, of course, many different regimes of anti-tuberculous chemo- 
therapy, but it is usual to give all three main drugs since there is often 
resistance of the organism to one or other of them. The full course of therapy 
should last at least a year, and may need to be longer (Sutherland, 1958; 
O’Driscoll, 1959). 

O’Driscoll’s (1959) scheme, which is fairly typical, is as follows. Strepto- 
mycin, 1 g. is given daily (six days a week), together with isoniazid, 200 mg. 
daily and PAS 15 g. daily, for twelve weeks. In the next twelve weeks the 
streptomycin is dropped while the other two are continued. In the third 
twelve weeks the streptomycin is restored and the isoniazid is dropped. For 
the fourth twelve weeks PAS and isoniazid are again given together without 
the streptomycin. 

Other schedules of treatment often reduce the weekly number of 
streptomycin injections, which can be a trial to many patients. 

The efficacy of treatment must be checked by curettage, at first at six- 
monthly intervals at most; after two years the check may be made yearly. 
The patient is not considered to be cured until five years have elapsed. 

At St. Thomas’s Hospital all patients with genital tuberculosis are 
handed over for treatment to the chest department, whose organization is 
well geared to the type of long follow-up and treatment required. At 
intervals the assessment of treatment is made by the gynzxcologist, with the 
pathologist. ‘This is an excellent scheme in practice, combining the best of 
both worlds for the patient. 

The place of surgery.—Surgery may be necessary for pain persisting after 
conservative therapy, or for palpable adnexal swellings not responding to 
drugs. Failure of chemotherapy, as shown by the presence of tubercles in 
the endometrium after many months of treatment, may also be an indication 
for laparotomy. 

Quite a large proportion of the cases reach the operating table before the 
tuberculous nature of the infection has been recognized. Considering the 
nebulous nature of the clinical picture this is not altogether surprising. 

The extent of the surgical procedure is not easy to decide, but will depend 
upon the age of the patient, her symptoms, the desirability of menstruation 
in the particular individual and the local spread of the disease. On occasion 
operation may have to be abandoned because of dense adhesions which, if 
interfered with, might lead to troublesome fistula from the bladder or bowel. 


PROGNOSIS 
With adequate conservative treatment by anti-tuberculous drugs go to 95 
per cent. of the patients will be cured or much improved of their pain or 
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abnormal cycles. Infertility, on the other hand, is likely to persist, although 
evidence is beginning to appear that even here the prognosis is not as hope- 
less as it once was. About 2 per cent. of patients may be able to bear children 
normally after adequate treatment. Unfortunately, about another 2 per cent., 
though conceiving, have ectopic pregnancies or abortions. In fact, ectopic 
pregnancy is so relatively frequent in these women that a very close watch 
should be kept on them in the early days of pregnancy, in case this compli- 
cation should be present. 

From the world literature Knaus (1959) collected 311 cases of pregnancy 
which had followed genital tuberculosis; of these, 113 had died from miliary 
tuberculosis and one from tuberculous meningitis. This certainly ought not 
to occur with present-day methods of treatment, but these figures should be 
a reminder that pregnancy after this disease should be supervised with 
extreme care, remembering always the possibility of recrudescence of 
tuberculosis in some form. 

SUMMARY 
Genital tuberculosis may have few symptoms and no signs. Diagnosis needs 
an awareness of the possible significance of minor gynecological symptoms, 
especially when there is a previous history of tuberculosis elsewhere, or 
evidence of old or recent tuberculosis in a chest x-ray. With suspicion 
aroused special investigations are needed to find histological tuberculosis or 
culture the specific organism. 

Treatment is by all three anti-tuberculous drugs in varying combinations, 
given for at least a year and sometimes longer. The effect of treatment is 


judged by frequent curettage. Surgery is not often necessary, but may have 
to be used for persistent pain or pelvic masses. 

The outlook for cure of symptoms except infertility is good and the 
mortality of the disease should be infinitesimal. 
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THE PROBLEM OF VAGINITIS 
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Gynecological Surgeon, The Women’s Hospital, Liverpool; Clinical Lecturer in 
Obstetrics and Gynecology, University of Liverpool 


Because of its physiological control the vagina is relatively resistant to 
infection, the acidity of the vagina being the main defence against pyogenic 
organisms. This acidity, in the region of pH 4.5, is related to the number of 
Déderlein bacilli which is dependent upon the level of circulating cestro- 
gens. Other factors which are controlled by the cestrogen level are the 
thickness and the glycogen content of the epithelium. 

Before puberty and after the menopause the cestrogen level is low, with 
consequent lowering of the acidity and thinning of the epithelium, both 
factors rendering the vagina more susceptible to infection. During men- 
struation, due to the flow of the alkaline blood, there is also a lowering of 
the vaginal acidity and it is probable that during the reproductive life vaginal 
infections occur at the end of menstruation. 

Vaginitis may be described as it occurs in three age-groups. 


IN CHILDHOOD 
This occurs usually as a vulvo-vaginitis and is especially common in the 
first five years of life. The infecting organism may be a pyogenic organism, 
E. coli, or the gonococcus. As gonococcal infection is much less common 
than it once was, the number of cases of vulvo-vaginitis is much smaller 
than it used to be. The organisms are transmitted from adults or another 
child by hands, utensils or clothing. A not uncommon underlying cause is 
threadworms and in this case the infection is introduced as a result of 
scratching. A few cases of vulvo-vaginitis of children are due to the insertion 
of a foreign body. 


The main symptoms are pain and soreness of the vulva associated with 
frequency of micturition, dysuria and a purulent discharge. 

On examination the vulva is reddened, cedematous and bathed in a 
purulent discharge. Vaginal examination is not possible but the insertion of 
an aural speculum will show whether or not there is a foreign body present 
and, at the same time, a smear of the discharge can be obtained. 


Treatment is important for two reasons. If treatment is not instituted there 
is the risk of spreading the infection to other children and possibly by con- 
tamination to the conjunctive. The child, if untreated, will become nervous 
and irritable and, if specific treatment is neglected, will require psychiatric 
treatment in addition to any local treatment. 

The treatment will naturally depend upon the infecting organisms. In 
the non-gonococcal infections the most effective treatment is by estrogens 
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which can be given orally or in the form of small vaginal pessaries. ‘The oral 
route is to be preferred and a dose of 0.025 mg. daily of ethinyleestradiol for 
three weeks will usually complete a cure, but occasionally a second course 
may be required. The objection to estrogen therapy is that it may cause 
enlargement of the breasts and some uterine bleeding but both of these 
complications are purely temporary. In a resistant case examination under 
anzsthesia may be necessary and a careful examination of the vagina with 
an aural speculum will make the picture more clear. Sensitivity of the causal 
organisms should be assessed and an appropriate antibiotic used. General 
hygiene includes the careful swabbing of the vulva, removal of all dried 
smegma and frequent baths. 

Gonococcal infections, which can be very severe, are best treated with 
penicillin; 100,000 units of procaine penicillin twice daily for five days, with 
sulphathiazole 0.5 g. per pound (1.1 g. per kg.) body weight for one week. 
In addition, ethinyleestradiol, 0.025 mg. daily, will help to keratinize the 
vaginal epithelium 


POST-MENOPAUSAL OR SENILE VAGINITIS 
This is very similar to the infantile vaginitis in that the infecting organism 
is usually pyogenic. ‘The vaginal epithelium,owing to the depressed cestrogen 
level, is very thin, has little glycogen and the vaginal secretion tends to be 
alkaline, all factors favouring the incidence of infection. 

The vagina is thin and glazed and shows small punctate reddened areas 
which may, if the infection is severe, produce adhesions between the anterior 
and posterior vaginal walls. ‘The patient complains of a yellowish discharge 
sometimes streaked with blood. In addition, there is some soreness in the 
vulval region and, at times, pruritus. Although it is quite evident that there 
is a senile vaginitis, infection higher in the genital tract must be excluded as 
not infrequently a senile vaginitis is due to a senile endometritis sometimes 
with an associated pyometra. As senile vaginitis is often associated with 
slight bleeding it is important to eliminate any possibility of a coexistent 
carcinoma corporis. Before treatment is instituted a diagnostic curettage 
should be performed which will eliminate any carcinoma of body or 
pyometra. 

Treatment for a simple uncomplicated senile vaginitis consists of a course 
of ethinyleestradiol, 0.05 mg. twice or three times daily, given for two or 
three weeks. If the vaginal secretion is very alkaline the treatment may be 
augmented with lactic acid pessaries or weak vinegar douches, one tea- 
spoonful to the pint (0.5 litre) of water. After estrogen therapy the vaginal 


mucosa is seen to become thicker and the infection resolves rapidly. ‘There 


is always a likelihood of a recurrence of the infection as the vaginal epithe- 
lium atrophies once cestrogens are stopped but further courses of treatment 
can be given quite easily. 
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VAGINITIS IN THE REPRODUCTIVE PERIOD 
By far the commonest cause of vaginitis in this era is infestation with 
Trichomonas vaginalis or with Candida albicans. 

Before considering these in detail, however, a brief reference should be 
made to two other forms of infection in this age-group: pneumococcal and 
gonococcal. The characteristic of the acute gonococcal infection is a definite 
infection of the cervix as well as the vagina. A profuse discharge with a 
vulvo-vaginitis, together with a smear taken from both cervix and urethra 
showing the gonococcus, will establish the diagnosis. Treatment with 
penicillin will usually effect a cure. Chronic vaginitis associated with the 
gonococcus is rare. 

Non-specific vaginitis may be associated with foreign bodies, such as 
pessaries or forgotten tampons, or prolapse of the uterus. The diagnosis is 
self-evident and the treatment is removal of the foreign body or treatment 
of the prolapse. 

TRICHOMONAL VAGINITIS 

Trichomonas vaginalis is found not only in the vagina but also in the bowel, 
bladder, urethra and, in addition, on the male prepuce. Varying figures of 
incidence have been given and, as more accurate diagnosis associated with 
culture methods has been achieved, the incidence has become much higher. 
Clark and Solomons (1959), in assessing the relative values of wet smear and 
culture, found that in 319 cases 97.8 per cent. were positive on culture 
whereas only 47 per cent. were positive on wet smear. 

Method of infection.—Although trichomonas infections have been demon- 
strated in virgins there is a growing belief that the condition is largely 
venereal in origin. Allison (1943) found trichomonas in 15 per cent. of white 
male patients and Trussell’s (1947) monograph provides evidence that 
shows the male to be infected frequently. There is some evidence to support 
the view that the trichomonas needs the ideal pH of the vagina (between 
5 and 6) to flourish. This alteration in the pH can be caused by many 
factors and McEwen (1959) has maintained that 70 cases out of a series of 
g2 trichomonas infections showed an emotional disturbance. 

Symptoms.—The onset may be acute or insidious. The latter usually 
occurs following menstruation or intercourse and is associated with an 
irritating discharge, thin white and frothy initially but, when associated 
with secondary infection, apt to become thicker, more yellow; occasionally 
the discharge is slightly bloodstained. It is often associated with pruritus 
vulve and at times there is an associated dysuria and dyspareunia. On 
vaginal examination a frothy discharge can be seen, and there are multiple 
small punctate red spots both on the vagina and the supra-vaginal portion 
of the cervix; there may be an associated cervical erosion but the endocervix 
itself is not affected. Liston and Liston (1939), however, pointed out that 
the trichomonas can be harboured in the cervix. 

Diagnosis: Smear method.—A sample of discharge should be obtained on 
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a cotton-tipped applicator and put in a sterile test-tube with 1 millilitre of 
sterile isotonic saline. The swab is moistened with the saline and should be 
examined microscopically within five minutes. Another direct method of 
value, if examination cannot be undertaken immediately, is the use of a glass 
pipette. Some of the discharge is sucked into the pipette and mixed with 
isotonic saline. This can be examined later but it is desirable that examina- 
tion should not be too delayed as the motility of the trichomonas will be 
destroyed. Diagnosis is dependent upon seeing flagellar action or movement 
of the undulating membrane. 

Culture method.—A cotton-tipped applicator is inserted to obtain a sample 
of the discharge and inoculated into a tube of N.I.H. tryphicase liver serum 
culture medium, with streptomycin and penicillin added. This is incubated 
at 37°C. and examined at 24-hourly intervals for motile organisms. 


TREATMENT OF TRICHOMONAL VAGINITIS 

‘There have been hundreds of remedies for the condition, the probable 
reason for the multiplicity being the inadequate use of any of them. Arseni- 
cal, silver picrate or mercuric nitrate preparations are among those most 
widely used. Recently, oral preparations have been tried with varying 
results. Willcox (1959), for instance, has reported on the use of trichomycin, 
a Japanese antibiotic, in doses of 400,000 to 1,600,000 units in three to seven 
days, with poor results. ‘Treatment to be effective must provide the correct 
pH of the vagina and eradicate the trichomonas without injuring the vaginal 
mucosa. Because it has been shown that Trichomonas vaginalis can be 
isolated from the cervix, it is evident that, before treatment of the vaginitis 
can be effective, any cervical erosion should be treated with diathermy. 

Treatment can be divided into three methods of introducing the various 
anti-parasitic measures. In addition, an effort to produce the right pH can 
be made with lactic acid pessaries or weak vinegar douches. Specific treat- 
ment is in the form of pessaries, creams introduced with applicators and 
insufflations with powder. 

Pessaries.—These vary from arsenical preparations, such as the commonly 
used acetarsol, to the antibiotic, trichomycin. As the only method of treat- 
ment this will usually fail for two reasons, the first being that the pessary is 
seldom placed high enough in the vagina and the second that the discharge, 
if profuse, dilutes the effective antiprotozoal effect. 

Creams.—These are more effective because with the applicator the anti- 
protozoal agent is introduced high in the vagina. There is still, however, 
the dilution effect of the vaginal discharge. 

Insufflations.—With a special insufflator the vagina can be distended; 
this smoothes out the rugz and as a result the antiprotozoal agent can be 
distributed evenly over the vaginal surface. Before instituting treatment the 
vagina must be swabbed out with a weak acid solution and then thoroughly 
dried with cotton-wool. Insufflations should be given at least every second 
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day for two weeks and should be implemented with pessaries which are 
inserted each night. As menstruation produces an altered pH of the vagina 
it is most important to continue treatment during menstruation. This means 
that pessaries should be inserted each night and held in place with a tampon. 
Insufflations should never be the method of treatment in pregnancy because 
there have been many cases of fatal air embolism due to the pressure of air 
lifting the decidua and opening up the sinuses. 


MONILIAL VAGINITIS 
The other common case of vaginitis during the reproductive age is moniliasis 
which is caused by a small gram-positive fungus, Candida albicans, which 
thrives in an acid medium. Clark and Solomons (1959), with others, stress 
that it occurs more often during pregnancy and becomes less common 
after 50. The frequency during pregnancy can be explained by the increased 
acidity of the vagina, increased incidence of glycosuria and greater storage 
of glycogen in the vaginal epithelium. Monilial vaginitis is more commonly 
seen than previously, probably because of the widespread use of antibiotics. 

Symptoms.—The symptoms are characteristically intense pruritus and a 
profuse discharge. This discharge is thick in character and somewhat 
resembles cream cheese. Very often there is an associated soreness of the 
vulva. 

Diagnosis.—Specimens of the discharge are obtained with a sterile cotton- 
tipped applicator. A smear will show the gram-positive fungus. Recently, 
culture methods have been introduced using Nickerson’s medium and have 
proved more reliable. 

Treatment.— Treatment is usually more effective than that of trichomonas 
infections. One method is daily painting of the vagina with 1 per.cent. 
aqueous solution of gentian violet. The disadvantage of this method is the 
staining of clothes, and occasionally patients are sensitive to the gentian 
violet and sustain a severe local reaction. Karnaky (1959) achieved success 
with a non-staining adhering gentian violet (‘trigentian’) and bismuth violet 
(‘triviobismuth’). Most commonly used are vaginal tablets of nystatin, 
derived from Streptomyces noursei, each tablet containing 100,000 units. One 
or two tablets are inserted high in the vagina every night, even during 
menstruation, for fourteen nights. Relief from symptoms is usually obtained 
within forty-eight hours. Recurrences are less common than with tricho- 
monas and are easily treated with a similar course. 
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Any article on aménorrheea must begin by stating that it is a symptom and 
not a disease. It may be a symptom of a physiological condition, or of 
organic disease. In many cases no cause can be found. Although this 
symptom carries no danger in itself every patient who complains of amenor- 
rhcea must be carefully examined. It is wise to regard every case of amenor- 
rhoea as caused by pregnancy until that has been definitely excluded, and 
it must be remembered that pregnancy can occur during a period of 
amenorrheea. Other physiological states in which amenorrheea occurs are 
before the menarche, during the puerperium and breast feeding, and after 
the menopause. Periods of amenorrheea lasting several months during the 
first two or three years after the menarche are so common that they may be 
considered normal. 

The term primary amenorrhea is used when menstruation has never 
occurred and secondary amenorrheea when menstruation, having once begun, 
ceases. The terms have no reference to the presence or absence of a demon- 
strable cause. They have no other practical value except that the cause of 


primary amenorrhcea is more commonly due to some congenital malforma- 
tion. A condition which will cause amenorrheea acquired before the normal 
menarche will be followed by primary amenorrhoea, which, if the same 
condition is acquired after it, will give rise to secondary amenorrhea. 


PITUITARY AND OVARIAN RELATIONSHIPS 

The anterior lobe of the pituitary gland produces three gonadotrophic 
hormones: (i) Follicle-stimulating hormone (F.S.H.) which is responsible 
for the development of the primordial follicle up to the stage of the Graafian 
follicle and the production of cestrogen. (ii) Luteinizing hormone (L.H.) 
which, acting with F.S.H., causes the Graafian follicle to rupture and full 
cestrogen production and luteinization of the granulosa cells and theca 
interna. (iii) Luteotrophic hormone (L.T.H.), which maintains the corpus 
luteum and the production of progesterone, and which is probably the same 
as prolactin. ‘The production of these three hormones is controlled by their 
interaction with cestrogen and progesterone. 

F.S.H. stimulates the production of cestrogen which, when it rises to a 
certain level, inhibits further F.S.H. from the pituitary and allows L.H. and 
L.T.H., which bring about ovulation. ‘The development of the corpus luteum 
and the increase of progesterone in turn act on the pituitary, inhibiting 
further production of L.H. and L.T.H. As a result the corpus luteum 
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degenerates and menstruation occurs. If the ovaries are destroyed so that 
there is a low ceestrogen level there will be no inhibition of the pituitary and 
so the pituitary will produce more F.S.H. leading to high blood and urine 
levels thus providing a test of ovarian activity. The pituitary is also influenced 
from above by the hypothalamus. Adrenal and thyroid activities are linked 
to the pituitary and any abnormalities of their actions may affect the pituitary. 
It can thus be seen that there is a close relationship between the pituitary, 
the ovaries, the adrenals and the thyroid, and that any alteration in this 
complex chain may change the regularity of menstruation. 


PSYCHIC OR HYPOTHALAMIC CAUSES 

It is well known that travel abroad, change of work or other environmental 
changes may bring about a temporary cessation of the menses. It is also 
common in nurses in training and was seen during the war when girls 
joined the Forces. Fear of pregnancy and occasionally desire of pregnancy 
or other nervous strain can have the same effect. Injuries to the midbrain 
by a fractured base of the skull or infections such as meningitis or en- 
cephalitis will also cause amenorrheea. It is particularly common among 
patients suffering from mental illness. ‘This may well be due to the anxieties 
and depressions associated with their condition. It is probably as a result 
of this well-known association that the popular impression has arisen that 
suppression of the menses leads to the ‘poisons’, instead of being excreted, 
going to the brain and turning the patient insane. 


Pseudocyesis is a condition which is generally considered hypothalamic in 
origin. It is characterized by changes in the breasts, vomiting and’enlarge- 
ment of the abdomen though there is not often complete amenorrheea. It 
is of particular interest that a similar condition occurs in certain breeds of 
dog. The abdomen will enlarge, lactation occurs, and about the time when 
the puppies are due the bitch will make a nest. Whether this can be purely 
hypothalamic is open to question. 


PITUITARY CAUSES 
Hyperfunction of the pituitary is seen in eosinophile tumours resulting in 
gigantism if it occurs before the epiphyses are joined, or acromegaly if it 
occurs after. Amenorrhcea is a late manifestation. 

Dystrophia adiposa genitalis or Froehlich’s syndrome is either a pituitary 
or hypothalamic condition which is congenital in origin and results in 
genital hypoplasia, obesity and tendency to sleepiness. Simmonds’ disease 
is the result of thrombosis of the artery supplying the pituitary gland, leading 
to ischemic necrosis. The clinical features are failure of all the anterior lobe 
hormones resulting in loss of sexual function and amenorrheoea, thyroid 
deficiency and hypoglycaemia and adrenocortical failure. In many cases there 
is extreme emaciation though this is by no means always so. A similar 
condition described by Sheehan occurs after childbirth in which there has 
been severe post-partum hemorrhage. There is loss of pubic and axillary 
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hair and loss of skin pigmentation giving a waxy pallor. The treatment of 
these conditions often requires the administration of cortisone and thyroid, 
and perhaps sex hormones to assist married life. 


OTHER ENDOCRINE FACTORS 
The thyroid.—Both hyperthyroidism and hypothyroidism can occasionally 
produce amenorrheea, although the former does so more often and probably 
acts by depressing ovarian function. Hypothyroidism may be a sign of 
general pituitary weakness, the pituitary being the common cause of the 
amenorrheea and the hypothyroidism. 

Adrenal causes.—This is usually due to adrenocortical hyperplasia which 
may be the result of a basophil cell activity of the pituitary as part of 
Cushing’s syndrome. In this there is increase in weight, hypertension, 
hyperglycemia, striae and amenorrhcea, and a marked increase in the 
17-ketosteroid output in the urine. The treatment consists in subtotal or 
total adrenalectomy and the administration of cortisone in order to inhibit 
ACTH output of the pituitary. 

Diabetes mellitus.—This is a rare cause today, though it was more com- 
monly seen before diabetes was so effectively controlled. 


OVARIAN AMENORRH@A 
Congenital absence of the ovaries is rare, though they may be very poorly 
developed. In Turner’s syndrome, or dysgenesis of the ovary, the gonad 
consists of undifferentiated stroma only. The uterus and vagina are un- 
developed and there is primary amenorrheea and dwarfism. The neck is 
short and wide, ‘webbed neck’, and there is cubitus valgus. The breasts do 
not develop and there is no axillary or pubic hair. An interesting recent 
discovery is that the chromosome sex of these cases is male: X.O. 

A much discussed condition of ovarian dysfunction is the Stein-Leventhal 
syndrome. This occurs most commonly in young women and is charac- 
terized by amenorrhecea, sterility, obesity and hirsuties. The ovaries, which 
are much enlarged, contain numerous cysts. These cysts are follicular in 
type and lined by theca cells. The capsule of the ovary is thickened and this 
is given as the reason for the failure of the cysts to rupture. The excretion 
levels of F.S.H., 17-ketosteroids and cestrogen are essentially normal. The 
clinical and pathological features vary and are somewhat nebulous and 
doubts have been raised as to the existence of this syndrome. Resection of a 
wedge out of the ovaries will cure the amenorrheea in 75 per cent. of cases 
but the sterility remains. 

Temporary hyperhormonal conditions exist, such as the persistence of 
follicular and luteal cysts producing excessive quantities of cestrogen or 
progesterone which will result in amenorrheea, but these are usually of short 
duration and followed by heavy or prolonged bleeding. 

Hypohormonal amenorrhea may follow exposure to radium or x-rays. 
This may occur some time after the exposure and may be temporary. The 
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induction of a temporary menopause by the use of radiotherapy was at one 
time advocated in the treatment of prolonged menorrhagia in young women. 

An arrhenoblastoma, a rare virilizing tumour of the ovary, will also 
produce amenorrheea. 


UTERINE AND VAGINAL CAUSES 

Uterine causes.—The uterus may be congenitally absent or be represented 
by a small nodule only. On the other hand, it may appear normal on clinical 
examination but fail to respond to hormonal stimulation. Like the ovaries it 
may have been damaged by radiation or it may have been removed. It is 
extraordinary how little some patients know of the operations which they 
have undergone. Tuberculous endometritis will occasionally result in 
amenorrheea although this is an uncommon symptom unless the disease is 
very extensive. 

Vaginal causes.—Mention must be made of the so-called imperforate 
hymen leading to false amenorrhea or hematocolpos. In this condition 
menstruation is occurring normally, but the flow is obstructed by a vaginal 
septum which may be anywhere in the vagina, but is most commonly found 
immediately above the hymen. It is, in fact, a failure of canalization of the 
vagina and usually consists of a thin blue and bulging membrane but may be 
a thick layer due to a more extensive failure. In most cases it can be cured 
by an adequate incision of the membrane to allow a free outflow. 


OTHER CAUSES 

The causes of amenorrhcea due to general constitutional disease are 
numerous, many of them resulting in one or two missed periods only, and 
this is particularly true of acute diseases. Pulmonary tuberculosis is usually 
described in textbooks as an important cause but this has been much 
exaggerated. Pulmonary tuberculosis may be associated with amenorrhea 
during the acute phase, but as soon as this has passed the menses usually 
return. _It is not a symptom of the chronic disease except in the last 
stages. 

In the lay mind amenorrhea is most commonly thought to be the 
result of anzmia. Whilst this may have been so a century ago when chlorosis 
was a common condition, this has now disappeared and amenorrhecea is 
rarely seen in advanced stages of anzmia. 

Nutritional upsets—Nutritional upsets in the form of either obesity or 
starvation are both associated with amenorrheea. Obesity may be associated 
with one of the endocrine failures which have already been described, and 
Cushing’s syndrome and hypothyroidism must be excluded. Simple alimen- 
tary obesity is not uncommonly associated with some psychological upset 
but, apart from these, amenorrhcea may be found in obese subjects. In cases 
of malnutrition amenorrhcea is more common. Excessive dieting by young 
women for reasons of fashion is a not uncommon cause. In the concentration 
camps of Germany and Japanese-occupied territory amenorrheea was usual. 
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It has been suggested that this may have been from psychological causes as 
a result of the terrible existence and that later in some cases the menses 
returned even though there was no improvement in the nutritional state. 
A difficult and occasionally fatal psychological state of malnutrition is seen 
in anorexia nervosa. Amenorrheea is one of its typical features, and the 
condition must be distinguished from Simmonds’ disease. 


INVESTIGATIONS 
Amenorrhea is a comparatively common condition and in the majority of 
cases no very obvious cause can be found. In spite of this, investigations 
must be made before attempting any form of treatment. The menarche 
usually occurs before the age of 16, but it may be delayed for another year 
or two. A girl of 16 complaining of amenorrhea should be examined to 
exclude any gross physical or endocrine dysfunction. If the signs of normal 
sex development are present and the uterus appears normal, no treatment is 
required beyond reassurance that there is every likelihood that this is a case 
of delayed menarche. If menstruation has not occurred by the age of 18, 
further investigations should be carried out. In cases of secondary amenor- 
rheea there is also no urgency for the more elaborate investigations in the 
early stages. 

A full history should be taken. Is it a case of primary or secondary amenor- 
rhoea? Did the menses cease abruptly or gradually become less? Is there a 
history of any recent pregnancy or physical or mental ill health, of any 
change in weight or change of environment? Are there any signs or symptoms 
of the menopause? 

A general examination will reveal any gross maldevelopment or disease. 
The sexual development should be especially observed. The state of the 
breasts, the presence or absence of axillary and pubic hair, or excess of hair, 
must all be ascertained. Too much importance must not be attached to 
excess, or male distribution of, hair which may be a familial or racial 
characteristic. On pelvic examination the appearance of the vulva and vagina 
is noted, enlargement of the clitoris or absence of the labia minora is 
significant, and the size of the uterus and ovaries is of special importance. 
The uterus may be absent or underdeveloped. The ovaries may contain 
tumours, or be enlarged by multiple cysts as in the Stein-Leventhal 
syndrome. 

SPECIAL INVESTIGATIONS 
When there is no obvious cause for the amenorrheea, and in cases of short 
standing, which will be the case in the majority of patients seen, the following 
investigations should be carried out. 

(1) X-ray examination of the sella turcica and chest. 

(2) The urine should be examined for the presence of sugar. 

(3) Estimation of the basal metabolic rate. 

(4) Pelvic examination under anesthesia to exclude the possibility of mal- 
development of the uterus and ovaries in cases of primary amenorrheea. In 
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cases of secondary amenorrheea it is valuable to exclude ovarian enlargement 
due to tumours and cysts and for taking a biopsy of endometrium. A uterine 
sound can be passed to determine the length of the uterus. It is surprising 
how often the cavity of a uterus that feels much undeveloped is of normal 
length. The discrepancy is usually due to the fact that the walls are thin so 
that the over-all size is diminished. 

In cases of longer standing further investigations should be carried out in 
an attempt to ascertain at what level the fault lies. To find out if the fault is 
in the uterus and endometrium, cestrogen is given: stilbeestrol, 1 mg. three 
times daily for twenty-one days. A few days later there should be with- 
drawal bleeding lasting a few days. This may need to be repeated once or 
twice, adding progesterone, 10 mg. daily for three days, at the end of the 
course. Alternatively, three daily doses of norethisterone, 20 mg., may be 
given. If this trial is followed by bleeding the uterus is not at fault, and the 
trouble must be sought higher in the chain. 

An estimation of the urinary F.S.H. will be of assistance in assessing the 
ovarian responsibility. In normal circumstances when eestrogen reaches a 
certain level it inhibits further production of F.S.H. If the ovarian function 
is poor there will be no inhibition of the anterior lobe of the pituitary and the 
outpouring of F.S.H. will be unchecked and reach high levels. This will 
occur in cases of ovarian failure, trauma from radium or operation and at the 
time of the natural menopause. A level of F.S.H. much above normal will 
therefore show that ovarian function is low and also that the pituitary is 
active. Estimations of cestrogen levels are not altogether satisfactory and 
are of little value. As already mentioned menstruation can be greatly 
influenced by the activities of the adrenals, and the extent of this is estimated 
by the levels of 17-ketosteroids in the urine. Thus, in adrenal virilism due to 
either hyperplasia or tumour the urinary 17-ketosteroids will be much raised 
whilst in panhypopituitarism (Simmonds’ disease) both the F.S.H. and the 
17-ketosteroids will be low, since there is a lowered action of the pituitary 
on the adrenals and consequently a lowered activity of the adrenals 


TREATMENT 
Amenorrheea is a symptom and as such requires no treatment in itself. When 
a cause can be found by means of the investigations already outlined, this 
may be treated. In this category are thyroid and adrenal disorders, arrheno- 
blastomas and certain general conditions. Some of the causes of amenor- 
rhea mentioned are untreatable, such as the congenital malformations. 
Others, such as Simmonds’ disease, can be treated symptomatically only. 
To some extent menstruation is a sign of fertility either at the present time 
or in the future. To produce bleeding by the action of hormones on the 
uterus for no other purpose than the outward show, when ovulation is not 
occurring and when the hormones are doing nothing is a bad principle and 
cannot be excused even on psychological grounds. If the condition is 
explained to the patient fully she will usually adjust herself to the position 
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if it is permanent, but the majority are only temporary. The fear of ‘the 
poison going inwards’ and affecting her sanity can be laid and it can be 
stressed that she will keep her womanly charm and can live a happy 
married life. 

Most of the patients seen will appear perfectly normal healthy women in 
the early twenties whose only symptom is amenorrhea. Examination will 
reveal no abnormality and investigations will also be negative except that 
there probably will be rather atrophic endometrium. There may be a history 
of change of work, travel, or possibly the onset of amenorrhaea will be found 
to follow some emotional shock. In many cases there is nothing to account 
for the cessation of the menses and in these cases any adjustment that can 
be is made to diet, exercise and living conditions. 

Hormone therapy.—Should this group of cases be treated with hormones? 
The condition is extremely common and in the great majority of patients the 
menses return in a few months, or at the most in a year or two. It is extremely 
rare to meet a patient in later years who gives a history of the periods having 
stopped in her early twenties, never to return. From this it will be seen that 
treatment with hormones is certainly not urgent, and from a psychological 
point of view it is certainly preferable to reassure the patient that the 
amenorrheea will do her no harm and that her periods will eventually return, 
rather than to treat her with hormones, usually without success, giving her 
the feeling that there must be something amiss for treatment to be required. 
The problem becomes more urgent when the amenorrheea is associated with 
sterility. Absence of ovulation is usually present and it is probable that 


pituitary-ovarian hypofunction is the cause. The usual treatment carried out 
is the cyclical administratior of cestrogen and progesterone. This will test 
endometrial reactivity, but will have no action on the ovaries. It has been 
suggested that it may p:oduce a cyclical inhibition and release of the 
pituitary, and in this way eventually encourage it to resume its full function. 
Most authorities find that the results of this therapy are poor, but are more 
favourable when the amenorrheea is of short duration. Coincidence alone 


would account for these results. 

Gonadotrophin, either in the form of pregnant mare’s serum (F.S.H.), or 
in the form of chorionic gonadotrophin (L.H.), or both of these given 
cyclically, is rarely if ever successful though theoretically this form of 
therapy is correct. ‘The results of treatment of primary amenorrhea are 
even worse. On the other hand, cestrogen given to a patient with primary 
amenorrhea who has an undeveloped vulva and vagina and is complaining 
of dyspareunia will often bring about rapid development of these structures. 


SUMMARY OF TREATMENT 
The cause, if discovered, must be treated. In the remainder of the cases, in 
which no real cause can be found, it is doubtful if any treatment will be 
successful and the continuous but unsuccessful treatment of a condition 
which is likely to undergo spontaneous cure is unsound. 
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Assistant Obstetric and Gynaecological Surgeon, Westminster Hospital 


DYSMENORRH@A is a symptom and not a disease. It is unaccompanied in 
most cases by any pathological process or by any physical signs. The prob- 
lem therefore consists in the evaluation and treatment of pain which is the 
result of a normal physiological process. It can only be said to be abnormal 
in that in primitive communities it does not exist to any extent, being cured 
by childbirth which occurs soon after the onset of ovulatory menstrual 
cycles. Like endometriosis it is an affliction of civilization. 


CLASSIFICATION 
The terms, congestive, obstructive, spasmodic and others, are used in an 
attempt to subdivide the condition into clinical types. These are not based 
on any sound clinical or pathological criteria and merely confuse the issue 
by suggesting some cause for which there is no proof. A broader division 
into primary and secondary dysmenorrheea is more satisfactory and more 
related to facts. 


SECONDARY DYSMENORRHGA 
This is due to disease in the pelvis. Endometriosis, inflammation, or pelvic 
operations may be the cause or, more rarely, pelvic tumours and con- 


genital abnormalities. It occurs in an older age-group than primary dys- 
menorrheea and after many years of painless or relatively painless menstrua- 
tion. Pelvic disease should always be suspected in a patient who complains 
of pain with her periods starting after the age of 30. If it occurs in a woman 
who already suffers from primary dysmenorrhcea she may say that the 
character of her pain has altered. Although, in general, the pain of secondary 
dysmenorrheea begins to be felt some days before the onset of menstruation, 
the symptomatology of both types varies so greatly that they cannot be 
distinguished on the history alone. The presence of physical signs of disease 
in the pelvis will confirm the diagnosis. In secondary dysmenorrhea the 
pain is merely part of the problem of the disease itself and its treatment is 
that of the cause. 


PRIMARY DYSMENORRH@A 

(SPASMODIC, ESSENTIAL, INTRINSIC) 
It is in this group that the main problem lies. Most women experience some 
discomfort before or during menstruation. The well-adjusted woman 
accepts this, and even some pain, with resignation and she may not seek 
advice until her pain becomes incapacitating and enforces absence from 
work or school. It is therefore of considerable economic and social im- 
portance. The incidence of the condition is difficult to assess, owing to the 
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different criteria employed in evaluating symptoms, and figures vary from 3 
to go per cent. It also varies in different communities. 


CLINICAL FEATURES OF PRIMARY DYSMENORRHA 

The majority of cases present between the ages of 15 and 25 years. It is 
unusual, except perhaps in those cases with a strong psychogenic element, 
for periods to be painful until a year or two after the menarche. This is 
probably because the initial cycles are anovulatory. Symptoms improve 
after the age of 25 and few continue to need treatment after 35, even though 
regular ovulatory cycles are still present. As has already been noted, it is 
uncommon in primitive communities who reproduce soon after puberty 
and it is less common in agricultural workers than in the urban population. 
Because so many young women are employed in office work it may seem to 
be more common in sedentary workers. Pregnancy and labour produce a 
permanent cure in all but occasional instances and even more rarely symp- 
toms begin following pregnancy. These cases are among the most difficult 
to treat because of the difficulty in excluding psychogenic influences and 
pelvic disease. Symptoms sometimes improve following marriage but 
occasionally may start then, possibly because ovulatory cycles have been 
initiated by coitus. 

Typically, the pain of primary dysmenorrheea starts with or within a few 
hours of the onset of the period. Some women may have prodromal symp- 
toms of backache, a feeling of pelvic congestion and discomfort for some 
hours or days beforehand: a minor degree of the ‘premenstrual tension’ 
syndrome. The pain is usually described as griping or colicky but not 
invariably so and may be of a persistent dull aching character. When of the 
griping type it occurs in spasms which may be associated with vomiting and 
fainting. The pain may last for one or more hours or for two to three days. 
It must be emphasized that there is great variation in the time of onset, 
character and duration of the pain although the commonest is the griping 
type which starts with the period and lasts for a few hours. 


ETIOLOGY OF PRIMARY DYSMENORRHGA 
Periods immediately following the menarche are painless as is the bleeding 
of metropathia or that following the administration of cestrogens. Primary 
dysmenorrheea is associated in some way with ovulation. Moir (1933-34) 
showed that in women suffering from primary dysmenorrheea the uterine 
contractions during menstruation were significantly stronger and more 
prolonged than in others, and that the pain was felt when the intra-uterine 
pressure rose above the systolic blood pressure. On this basis he postulated 
that the pain, like that of coronary occlusion and intermittent claudication, 
was the result of ischemia of the uterine muscle. This theory is now generally 
accepted and it would seem that progesterone produced by the corpus luteum 
is probably responsible for the hypertonic uterine contractions. Greenblatt 
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and Clarke (1954) have shown that large doses of progesterone given in the 
latter half of the cycle can produce typical primary dysmenorrhcea and even 
the passage of an endometrial cast, which suggests that the very severe pain 
of membranous dysmenorrheea is due not to the mechanical effect of passage 
of the cast but to the action of either excess, or unopposed, progesterone. 
What remains entirely unexplained is why some women suffer from painful 
periods whilst their more fortunate sisters do not, even if the latter are also 
ovulating regularly. 

More recently, Abramson and Reid (1958) have reported encouraging 
results with the use of the hormone, relaxin. This is the hormone which is 
thought to cause the relaxation of the pelvic ligaments which occurs in 
pregnancy. It has been shown to produce a loss of tensile strength in the 
connective tissue of the symphysis pubis. They suggest that a similar effect 
is produced in the nulliparous cervix which consists mainly of connective 
tissue (Perl and Catchpole, 1950). If this is so it would go some way to 
explain the beneficial effects of pregnancy, the temporary benefit of cervical 
dilatation and possibly also the effect of the use of bromelain. Bromelain is a 
proteolytic substance extracted from the pineapple plant and used to 
tenderize meat. It was shown to produce cervical dilatation when applied 
directly to the cervix and to relieve primary dysmenorrhcea when applied at 
the onset of menstruation. Simmons (1958) found that it produced cervical 
relaxation and achieved complete relief of primary dysmenorrheea in 50 per 
cent. of treatments and good relief in a further 25 per cent. 

Unfortunately, the investigation of Abramson and Reid was carried out 
without proper controls and, although their results were good, it would be 
wrong to attach too much significance to their work without further con- 
trolled studies. On the face of it, however, there would seem to be some 
evidence that substances which soften the cervix produce relief of dys- 
menorrhecea. 

At one time it was thought thac the pain was due entirely to obstruction 
as the result of a narrow cervical canal. Because no such obstruction can be 
demonstrated and because dysmenorrhea does not occur with anovular 
bleeding, this theory has been discounted. It does, however, explain the 
relief produced by cervical dilatation and by childbirth. If the work of 
Abramson and Reid with relaxin, and that of Simmons with bromelain, 
is confirmed, the theory may have to be reviewed. It may be that the ability 
of the cervix to dilate is important when true endometrial shedding occurs 
in ovulatory cycles but is not important where only bleeding occurs, as in 
anovular cycles and cestrogen withdrawal. 

In the past, hypoplasia of the uterus was thought to be the cause of 
primary dysmenorrheea, but Jeffcoate (1945) has produced figures which 
convincingly contradict this theory. He found only 27 cases of hypoplasia 
among 829 cases of spasmodic dysmenorrhea, and of 86 women with 
hypoplasia only one had dysmenorrhea. In any event if the theory were 
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correct dysmenorrhcea would be more common in the immediate post- 
puberty years whereas the reverse is the case. 

Another theory suggests that there are degenerative changes in the 
sympathetic nerves of the uterus (Davis, 1938), but these changes can be 
demonstrated in most sympathetic nerve tissue and it is difficult to see why 
otherwise healthy young women should be so affected. 

That dysmenorrhea should be due to clotting of menstrual blood is 
obviously untrue as the passage of clots in the anovular bleeding of metro- 
pathia is painless, and patients with dysmenorrheea do not often pass clots. 


PSYCHOGENIC ASPECTS 

In a condition such as primary dysmenorrhcea the pain is closely related, 
both physically and in the woman’s mind, with her major physiological 
function of reproduction. Add to this the taboos and myths built up over the 
centuries and so commonly associated with the ‘curse’, and the psychology 
of menstruation becomes of prime importance in the assessment and treat- 
ment of a patient with dysmenorrheea. Bad sex education may result in 
severe psychic trauma when a girl has her first period and is quite unpre- 
pared for it. An overanxious mother, herself inhibited about matters of sex, 
may infect a child with her own fears. Symptoms may also be exacerbated 
by guilt feelings about masturbation, and premarital or extramarital sex 
relationships or by an unsatisfactory sex life. The infertile woman may 
express her frustration by an exacerbation of dysmenorrhea. 

Pain threshold.—It is obvious that the individual’s pain threshold will 
influence the severity of her symptoms. Moir (1933-34) showed that the 
woman with dysmenorrheea complained of pain at a lower level of intra- 
uterine pressure than the woman who had painless periods. Haman (1944) 
also found a significantly lower pain threshold in women with dysmenorrheea. 

Although both these factors play a part in the condition it would be quite 
wrong to say that primary dysmenorrheea is entirely psychogenic in origin. 
On the whole, doctors tend to underrate the pain that some women ex- 
perience. In the main the sufferers are well-adjusted normal young women, 


PROPHYLAXIS 
Sensible sex education will at least help to abolish the fear of disease which 
so often complicates the picture and it will enable the milder cases to accept 
their symptoms without anxiety. It is doubtful though whether it reduces 
the number of women who have severe pain, however well they understand 
the physiology of the menstrual cycle. 


TREATMENT 
In all cases reassurance that there is no disease present is of great importance. 
In mild cases, in whom the pain is not incapacitating, it may be all that is 
necessary and they may ask expressly for reassurance rather than for treat- 
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ment. This reassurance must be extended not only to the patient but also to 
the mother who so often accompanies her, and some helpful information 
about the family background may be gained at the same time. Examination, 
including rectal examination, is essential in order to exclude pelvic disease 
and because, without it, reassurance will carry little weight. A little time 
spent in talking to mother and daughter at this stage may save much time 
in the long run, difficult though it may be to find in the midst of a busy 
surgery or outpatient department. Of the two places the family doctor’s 
surgery is infinitely the better for the purpose. The girl should be given a 
brief explanation of the menstrual cycle and may be cheered to hear that she 
is ovulating and will probably conceive without difficulty when she marries. 
She should be given a mild analgesic such as aspirin, or compound codeine 
tablets B.P. A useful preparation is ‘edrisal’, each tablet of which contains 
2.5 mg. of amphetamine sulphate, 160 mg. of aspirin, and 160 mg. of phenace- 
tin: two tablets can be taken every three to four hours while the pain is 
present. The amphetamine counteracts the mild depression which ac- 
companies menstruation and which lowers pain threshold. Pethidine and 
morphine, or any drug of addiction, should never be used, a significant 
proportion of addicts to these drugs having started as the result of treatment 
of dysmenorrheea. Constipation may aggravate symptoms and should be 
treated. 

Those cases which do not respond to these simple measures constitute 
the hard core of the problem. Their pain is incapacitating and may lead to 
vomiting and fainting. The ‘stuff and nonsense’ school recommend exercise 
and the continuation of work in spite of severe symptoms. This may solve 
the doctor’s problem as the patient will seek advice elsewhere, but it is of 
no help to the girl who is constantly sent home from work or school. She 
may even exaggerate her symptoms in an attempt to convince an unsym- 
pathetic doctor that her pain is genuinely severe. It would be unwise to 
recommend bed rest for one or two days each month but, unless some equally 
effective treatment is substituted, it is difficult to persuade the patient that 
it is unnecessary, particularly as it may have been recommended by the 
school matron or the works nurse. 

There is no treatment either medical or surgical which is effective in all 
cases or which is free from serious disadvantages. The number of prepara- 
tions on the market is sufficient testimony to the truth of this and most 
drugs in the pharmacopeeia have been tried at one time or another. The 
psychogenic aspect of dysmenorrheea makes the evaluation of any one form 
of treatment particularly difficult and some success will be achieved with 
almost anything. If treatment is to be effective the psychogenic element must 
be assessed as accurately as possible. The case with a strong psychogenic 
element may respond initially to most treatment but will end by responding 
to none. If psychotherapy is to be of any value in these cases, it must be 
started early and not after all other treatment has failed. A useful therapeutic 
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test is to inhibit ovulation. If after doing so, bleeding is still painful it can 
be assumed that the pain is mainly psychogenic in origin and treatment 
should be along those lines. All forms of medical treatment have their 
special drawbacks and in common they have the disadvantage that they must 
be repeated with each cycle. Any analgesic which is really effective is also 
habit-forming and the others are ineffective except in mild cases. 

In view of the probable etiology of the pain of primary dysmenorrhcea 
antispasmodics would seem to be a logical treatment. Unfortunately they 
must be used in such large doses that their side-effects are usually intoler- 
able. The same is true of vasodilators such as tolazoline (Greenblatt et al., 
1951) which in application are logical enough but which produce flushing, 
nausea and epigastric pain. On the basis that it improves cases of intermittent 
claudication, vitamin E has been tried (Butler and McKnight, 1955), but 
with results no better than with many other forms of treatment. Bromelain 
must be applied to the cervix at or near the onset of menstruation. This is 
often impossible in the virgin and the correct timing of treatment is often 
impracticable. Its effect is of interest in theorizing about the cause of dys- 
menorrheea but the results of treatment with it are by no means startlingly 
good. Its value and that of relaxin have yet to be shown by a controlled 
series, 

HORMONAL THERAPY 

Hormones are therefore left as the main weapon in the treatment of severe 
primary dysmenorrhcea but there is no rationale for their use except for the 
inhibition of ovulation. Indeed, progestogens given after ovulation increase 
the severity of symptoms. Androgens may produce masculinizing side- 
effects and must be used in such large doses that they are particularly 
contraindicated in primary dysmenorrhcea although small doses may be 
effective in reducing the pain of endometriosis. Until recently stilbeestrol or 
an equivalent cestrogen preparation was used to inhibit ovulation but 
cestrogens are unreliable in action and may produce severe nausea if given 
in effective dosage. 

The newer progestogens, such as norethisterone, are infinitely more 
potent, more predictable in action and less likely to produce severe nausea. 
An effective preparation is ‘primolut N’, and 5 mg. (1 tablet) daily from the 
5th to the 26th day of the cycle will inhibit ovulation in most if not all cases. 
Occasionally two tablets daily may be necessary. Some nausea may occur 
initially but it usually passes off after the first few days of treatment, and if 
not it can be treated with an anti-emetic such as meclozine. The sensible 
patient with genuinely severe dysmenorrheea will persevere, particularly 
when she has once experienced a painless period as the result of treatment. 
This regime can be repeated for three cycles in the first instance. Subsequent 
cycles, although ovulatory, may be less painful, perhaps because morale is 
raised with the knowledge that painless periods can be produced if necessary. 
This course may then be repeated for a further three months when neces- 
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sary, particularly in order to tide the patient over some difficult episode such 
as school or university examinations. One painless period is not only useful 
as a therapeutic test but will restore the faith in medical advice which may 
have been lost after perhaps years of ineffective treatment by other means. 
The unintelligent patient may forget to take the tablet for a day or two in 
which case withdrawal bleeding will occur and inhibition of ovulation will 
not be achieved. In others severe nausea may preclude this form of treat- 
ment. Any objections to inhibiting ovulation in young women, except in 
those who wish to become pregnant, is largely theoretical and it appears to 
have no permanent effect. 

Recently, endometriosis has been treated by producing amenorrhcea for 
up to eighteen months by prolonged administration of norethisterone in 
very large doses (40 to 50 mg. a day). Ovulation resumes as soon as treat- 
ment is stopped. The close chemical relationship between norethisterone 
and the androgens has also been put forward as an objection to its use but 
even in the high doses already mentioned no masculinizing effects have been 
reported. Although far from ideal this is the only reasonably predictable 
and practical form of medical treatment that exists for the severe case. 


SURGICAL TREATMENT 

Dilatation of the cervix is said to work by disrupting the sympathetic plexus 
which lies round the external os uteri. It often fails completely and if effec- 
tive lasts for no more than six to nine months. It has the disadvantages, both 
physical and psychological, of any surgical procedure under anesthesia 
and there is some evidence that it may produce a tendency to recurrent 
abortion. It is less commonly employed than in the past when it was virtually 
the only treatment available. It is worth trying, however, in a severe case in 
which medical treatment has failed and before resorting to presacral 
neurectomy. Having failed once it is certainly not worth repeating and it 
should be preceded by a therapeutic test of inhibiting ovulation. The use of 
stem pessaries after dilatation produces no added benefit and predisposes 
to infection. 

Knowledge of the innervation of the pelvis, and of the uterus in particular, 
is vague and incomplete, The assumption that pain impulses are carried by 
the presacral nerve (superior hypogastric plexus) is based mainly on the fact 
that division of the plexus relieves some cases of dysmenorrheea. There are 
almost certainly other pathways which cannot be divided which may explain 
the variable success of the operation known as presacral neurectomy. It can 
be dramatically successful. If it fails, however, there is nothing left to 
offer the patient other than the medical treatment which she may already 
have tried, or, as a last resort, hysterectomy. Presacral neurectomy should 
only be performed when all other treatment has failed completely and when 
it is as certain as it is possible to be that the psychogenic element is not 
predominant. The operation has its dangers as the nerve lies behind the 
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peritoneum and close to the left common iliac vein, the ureters and the 
bifurcation of the aorta. 


SUMMARY 

The reasons for the difficulty in treating dysmenorrheea will now be obvious. 
It is a condition, the etiology of which is still disputed, in an organ whose 
innervation is virtually unknown. It is a recurring complaint with strong 
psychological associations and the result of normal physiological function. 
Until a more scientific approach is possible art must play a large part in 
treatment and to a great extent success will depend upon the personality of 
the practitioner. Much depends on his ability to help the patient to accept 
her symptoms until such time as nature cures them. 

There is no one plan of treatment which is suitable for all cases. Each has 
its adherents who will express astonishment that others do not find it as 
effective as they do. The following general scheme may be found to 
be useful. 

Cases which fail to respond to mild analgesics and reassurance should be 
given a course of norethisterone to inhibit ovulation. This will restore con- 
fidence and will reveal the neurotic who should be treated accordingly. 
Other medical treatment such as antispasmodics can then be tried, and 
finally there will be left a small number with severe symptoms unrelieved. 
Dilatation of the cervix may relieve a few of these and presacral neurectomy 
a few more in carefully selected cases. Very occasionally hysterectomy may 
be necessary. 
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It would seem fair to state that few homes in this country are without a 
supply of some aspirin, or aspirin-containing preparations, for use in a host 
of circumstances. Alvarez and Summerskill (1958) quote an estimated 
annual consumption of 4000 million ‘salicylate tablets’ in Great Britain, 


whilst Goodman and Gilman (1955) state that nine million pounds of aspirin 
alone are consumed yearly in the United States. The lay public are en- 
couraged to use the drug for numerous and diverse ‘indications’, not only 
by all the expediences of modern advertising but in the widespread belief 
that aspirin is entirely harmless unless taken in mammoth doses. 


THE TOXICITY OF ASPIRIN 
Evidence is accumulating, however, to suggest that aspirin is not so 
innocuous as is generally believed. 

Prickman and Buchstein (1937) reported a series of 60 patients sensitive to aspirin, 
whilst, according to Gardner and Blanton (1940), aspirin is capable of producing 
dangerous, even fatal, reactions in sensitive individuals. The gastroscopic studies of 
Douthwaite and Lintott (1938) revealed that aspirin is a gastric irritant and, unless 
taken after food or with milk, may cause acute indigestion and hemorrhage, or even 
chronic gastritis if given repeatedly. 

More recently, a relationship between the ingestion of aspirin and occult 
or massive gastro-intestinal hemorrhage has been reported. 


Kelly (1956) states that the loss of blood as a result of repeated aspirin administra- 
tion may lead to serious anemia. This view is supported by the work of Stubbe 
(1958) who demonstrated that loss of occult blood in the faces occurred in 126 out 
of 180 persons to whom aspirin had been administered in tablet form. These 
subjects were all free from gastro-intestinal disease and the conclusion that aspirin 
was the cause of this blood loss is supported by the fact that the phenomenon 
appeared to be reproducible. The amount of blood lost in this way was estimated 
to be 4 millilitres a day when the benzidine reaction was strongly positive, and if this 
blood loss was prolonged it could exceed the normal loss at menstruation. 

Alvarez and Summerskill (1958) state that salicylate consumption appeared to be 
the cause of hzmatemesis or melzena in over 40 per cent. of 103 hospital admissions 
and that occult blood loss in the stools occurred during periods of salicylate con- 
sumption in approximately 50 per cent. of patients with peptic ulcer or x-ray- 
negative dyspepsia and of controls. 
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‘ANTIDOL’ AND CALCIUM ASPIRIN 


AIM OF INVESTIGATION 
This accumulating evidence on the side-effects of aspirin gives impetus to 
the search for an effective analgesic free frorn such undesirable complications. 
In the practice of dental surgery, preparations containing aspirin are pre- 
scribed for many conditions. Some dental patients give a history of intoler- 
ance to aspirin, usually dyspeptic in character (i.e. epigastric pain, acid 
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TaBie I.—Comparison of analgesics in dental practice. 


regurgitation, nausea or flatulence) and in such cases it has been our practice 
to prescribe phenacetin or paracetamol tablets which in our experience do 
not produce these symptoms. Unfortunate'y, our clinical impression is that 
neither of these drugs is as efficient an analgesic as aspirin. Thus, when 
supplies of a new aspirin-free analgesic compound known as ‘antidol’ 
became available, it was decided to test its analgesic properties by conducting 
a controlled clinical trial. 

Each ‘antidol’ tablet contains 200 mg. of phenacetin and 50 mg. of 
caffeine, in addition to 250 mg. of salicylamide-(2-ethoxyethyl)-ether, which 
has the empirical formula C,,H,,O,N. 


METHOD EMPLOYED 
Two hundred patients were each issued with a tube containing either 
12 X 5 grains (0.3 g.) tablets of calcium aspirin, or 12 x 0.5 g. tablets of 
‘antidol’, with instructions to take two tablets every four hours as required 
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for the relief of pain. The tablets were identical in appearance and neither 
the patient nor the dental and nursing staff concerned with the treatment and 
recording of the data knew which drug was being used at any time. 
At a follow-up visit a clinical assessment was made of the degree of pain 
experienced, which was arbitrarily graded as follows:— 
A—Slight pain 
B—Moderate pain 
C—Severe pain 
No patient who received other forms of treatment, e.g. the insertion of 
local analgesic dressings into dry sockets, was included in the survey. 
The number of tablets used by each patient, their efficacy and any gastric 





‘Antidol’ 
Total no Average no 
No. of Degree of tablets of tablets Pain Pain not 
patients of pain taken taken relieved relieved 
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Tasie I1.—Degree of pain and relative efficacy of ‘antidol’ and calcium aspirin. 


upsets were recorded. Each week all unused tablets were withdrawn and a 
new batch prepared for issue. 


RESULTS 
Of the 200 patients issued with the tablets, four failed to reattend whilst 
23 stated that they had not needed to take any tablets. These 27 patients 
were eliminated from the study. 

The remaining 173 patients were included in the survey and of these, 
87 received ‘antidol’ and 86 received calcium aspirin. The reasons for 
prescribing the analgesic in each case are shown in table I, which reveals 
that, whilst calcium aspirin was an effective analgesic in 70 patients out of 
86, ‘antidol’ was effective in 82 patients out of 87. 
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Table II records the degree of pain, analgesic efficacy and the number 
of tablets taken. The clinical assessment of the degree of pain experienced 
by a patient is a very difficult task. Whilst making these assessments the 
number of tablets taken by the patient was not known but this was then 


Result Antidol Calcium aspirin Total 


Relieved 32 152 


Not relieved 5 21 


87 5 173 





Applying the X* test: X*=6.7 
P =0.01-0.001 
TasLe III.—Relative analgesic efficacy of ‘antidol’ and 
calcium aspirin in dental practice 


recorded and used to check the accuracy of the assessments. The average 
number of analgesic tablets taken in each pain group appears to lend support 
to our assessments. The results, taken on a quantal basis, are shown in 
table III. Thus, in this trial, 1 g. of ‘antidol’ produced significantly better 
relief of pain than 640 mg. of calcium aspirin. When the results are 
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Total no. Age-group Total no 
of cases | Effective Ineffective of cases | Effective | Ineffective | 
34 15-25 years incl 33 5 30 j : 

26-35 years incl 25 
36-45 years incl 13 


46-55 years incl 7 


56-65 years incl 5 





Over 65 years 4 





71 ‘ Total 87 5 








TaBLe IV.—Relative efficacy of ‘antidol’ and calcium aspirin in different age-groups. 


tabulated according to the patients’ ages (table IV) it appears that the 
analgesic efficacy of both ‘antidol’ and calcium aspirin increases with age. 

Of the 86 patients who took calcium aspirin, five complained of gastric 
symptoms (two complained of nausea, two of dyspepsia and one of ‘stomach 
upset’ without vomiting). Three of these patients said the drug was effective 
and two said it was not. None of these patients had a history of gastric 
upsets complicating the ingestion of aspirin previously. Of the 87 patients 
who took ‘antidol’, three stated that they had experienced ‘heartburn’ after 
ingesting aspirin on previous occasions. One of these complained of ‘heart- 
burn’ after taking ‘antidol’, which was effective. No other patient experienced 
gastric upsets while taking ‘antidol’. 





320 THE PRACTITIONER 


DISCUSSION 

The subjects included in this trial were a random selection of outpatients, 
and minor intra-oral surgery had been performed upon most of them. Quite 
obviously stool occult blood determinations would have been of no value 
in these cases. Alvarez and Summerskill (1958), however, have investigated 
both calcium aspirin and ‘antidol’ in this respect and they state that, 
whilst both soluble and insoluble aspirin caused occult bleeding, aspirin- 
free analgesics, including ‘antidol’, did not influence the stool occult blood 
content. These authors and Stubbe (1958) were unable to demonstrate 
any correlation between the occurrence of gastric symptoms and the appear- 
ance of occult blood in the feces. In our survey it was impossible to reach a 
definite conclusion about gastric symptoms as the number of patients com- 
plaining of gastric upsets was so small. Such factors as the administration of 
general anesthetics, the swallowing of blood and the presence or absence of 
food in the stomach would all have to be taken into consideration. 

Alvarez and Summerskill (1958) found no evidence that soluble aspirin 
was less likely to provoke a major hemorrhage and both soluble aspirin and 
standard aspirin were equally liable to produce occult bleeding. They 
emphasize the iniportance of prescribing analgesics not containing aspirin 
whenever possible, especially for dyspeptic subjects. The results of this 
survey indicate that in ‘antidol’ we have an aspirin-free analgesic compound 
which is more effective than aspirin in controlling pain of dental origin and 
which appears worthy of trial under controlled conditions in other fields. 

The apparent correlation between age and the analgesic efficacy of both 


calcium aspirin and ‘antidol’ in this study might well be a chance relationship. 
If, however, analgesics are more effective as age advances, this factor 
must be taken into consideration when clinical trials of analgesic drugs are 
undertaken. 


SUMMARY 

A controlled .clinical trial has demonstrated that ‘antidol’, an aspirin-free 
analgesic compound, is more effective than calcium aspirin in relieving pain 
of dental origin. In this survey an unexplained relationship between age 
and the analgesic efficacy of both calcium aspirin and ‘antidol’ is apparent. 

We wish to thank Dr. S. Linton for his assistance, and to acknowledge gratefully 
the criticism and advice of Dr. D. A. Cahal of the University of Leeds with regard 
to the analysis of the results. The ‘antidol’ tablets were supplied by Lewis Labora- 
tories Ltd. 
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From January 1948 to December 1958 there were 21,804 deliveries at the 
Ayrshire Central Hospital. In this period there were 603 cases of venous 
thrombosis—an incidence of 2.8 per cent. of the total deliveries. The 
majority were seen in the postnatal period and were superficial in type. 
Four maternal deaths from pulmonary embolism occurred during this 
period: an incidence of 0.018 per cent. (1 in 5000). In two cases the pul- 
monary embolism followed a normal vaginal delivery and the primary 
thrombus was traced to the deep calf veins. The other two deaths were post- 
operative: the first occurred on the twelfth day following a hysterotomy and 
sterilization for malignant hypertension, the primary thrombosis occurring 
in the calf muscle veins. The second death was on the fifth postoperative 
day following a Caesarean section for obstructed labour due to a grade III 
carcinoma of cervix. Here, the deep pelvic veins were the origin of the 
embolism. From January 1948 to December 1958 there were 73,000 deliveries 


in Ayrshire and these four deaths accounted for all the fatal cases of pul- 
monary embolism. All maternal deaths in the area come under the direct 
scrutiny of the senior consultant obstetrician (R. de S.) and so it is unlikely 
that a case of thrombo-embolism would be missed. This gives an incidence 
for fatal pulmonary embolism of 0.005 per cent. (1 in 18,000) for Ayrshire. 


PRE-1957 TREATMENT 

Before 1957, in this unit, cases of superficial thrombophlebitis were managed 
along the traditional lines of rest and local warmth. In addition, many cases 
received penicillin and/or heparin. These drugs were given until any asso- 
ciated pyrexia, local pain and tenderness had subsided. In many instances 
this treatment was given for seven to ten days and the patient was confined 
to bed for most of this time. In each case, the decision to use penicillin and 
heparin was rather haphazard and it was felt that they did not materially 
affect the outcome of the complication. We should make it quite clear at this 
point that all cases (or suspected cases) of deep thrombosis are treated by 
anticoagulants under laboratory control. On the other hand, we were not 
satisfied with our treatment of the more common superficial thrombo- 
phlebitis. We accept the view that there is no true infection present and that 
the pyrexia, together with the local features, results from an aseptic inflam- 
mation of the vein wall secondary to the clot formation. Antibiotics are 
September 1960. Vol. 185 (321) 
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therefore not indicated. The formed clot rapidly becomes adherent to the 
vein wall and so the risk of embolism is greatly reduced. Indeed, clinical 
experience shows that major pulmonary embolism is exceedingly rare 
following a superficial phlebitis. Undetected cases of minor embolism may 
occur but must be of little clinical significance. Consequently, we felt that 
anticoagulants were of no real value in these cases. One other feature gave 
rise to dissatisfaction. ‘Treated along the lines described, beds were occupied 
for relatively prolonged periods. This Unit is not exempt from the wide- 
spread shortage of obstetric beds and we are compelled to discharge lying-in 
patients on their sixth or seventh day and in some cases even earlier. 


THE USE OF PHENYLBUTAZONE 
When therefore favourable reports on the use of phenylbutazone in cases of 
superficial thrombophlebitis appeared we studied them with interest. The 
first of these were by Stein and Rose (1954, 1955) who used the drug in this 
condition on the empirical basis of its known anti-inflammatory and powerful 
analgesic effects. 

They reported a rapid decrease in the local pain as the earliest response. Local 
pain and redness diminished quickly and by the end of seven to ten days, the 
affected vein had become cord-like and free from pain. The period of rest in bed 
was shortened appreciably and full ambulation was achieved at an early date. Their 
cases were drawn from all age-groups and both sexes, and no case of pulmonary 
embolism occurred. In 1957, Braden and his colleagues reported equally favourable 
results from the use of phenylbutazone in all cases of superficial thrombophlebitis 
occurring in their obstetrical and gynecological patients. ‘They found that a five-day 
course of the drug was usually sufficient. Relief of pain was rapid and the local 
signs together with the pyrexia subsided quickly. Ninety per cert. of cases showed 
complete resolution by the fifth day of treatment. No case of pulmonary embolism 
occurred in their series. 

Phenylbutazone, which is a pyrazole compound, has been widely used in 
a variety of conditions, particularly the rheumatic diseases, since it was first 
introduced in 1949. It has three main actions: antipyretic, analgesic and 
anti-inflammatory. 

Its toxic reactions have attracted much attention, the incidence varying from 
4-7 per cent. (Currie et al., 1953) to the high figure of 32 per cent. (Bunim et ai., 
1958). It is said to increase the acid secretion in the stomach and the drug should 
be given with, or immediately after, meals to avoid gastric upsets. Like cortisone, 
phenylbutazone may produce cedema with sodium retention. More serious side- 
effects have been described (peptic ulceration, perforation and hemorrhage) but 
usually these occur in long-term treated cases (e.g. arthritis). All the available 
evidence shows that there is little risk when it is used in relatively low dosage for 
a short time. 


SCOPE OF PRESENT INVESTIGATION 
Since 1957 every case of superficial thrombophlebitis seen in our Unit has 
been treated with phenylbutazone, and in this article we report the results 
in 169 cases: 10 antenatal cases, 157 postnatal cases, and two post-infusion 
cases. Excluding the post-infusion cases, all the affected veins were super- 
ficial and were related to the long and short saphenous venous systems. 
The 10 antenatal cases (table I) were admitted to hospital at varying stages 





SUPERFICIAL THROMBOPHLEBITIS 


of pregnancy, the earliest being during the thirteenth week. The average 
duration of pregnancy was 32.7 weeks. All the women were parous, ranging 
from para-1 to para-7. In three cases the thrombophlebitis developed during 
a period of rest in bed for hypertension. The remainder were admitted to 
hospital for treatment. The average age of this group was thirty years. The 
left leg was affected five times more often than the right. 

The 157 postnatal cases (table I) occurred following normal and operative 
delivery, the approximate ratio being two to one. Thirty-one patients were 
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TABLE I.—Site of superficial thrombophlebitis in 167 cases occurring in an Obstetric Unit 


primipare and the remaining 126 were parous, ranging from para-1 to 
para-11. The time of onset in the puerperium was early, the average being 
on the second day. The average age was thirty-two years. The left leg was 
involved in 107 cases, the right leg in 79 cases. 

As soon as the diagnosis of superficial thrombophlebitis was made, the 
patient was started on a course of phenylbutazone tablets by mouth. She 
received 200 mg. thrice daily for three days and thereafter the dose was 
reduced to 100 mg. thrice daily for a maximum of two days. Each dose was 
taken immediately after meals. The total dose for the five-day course was 
2.4 g. During the early part of the series we carried out daily blood count, 
clotting and prothrombin time estimations but found these unaltered in 
every case. Urinalysis and microscopy were also negative. 


RESULTS 
The earliest response was a dramatic relief of the local pain, well within the 
first twelve hours. Within twenty-four hours any associated pyrexia together 
with the local reddening had subsided. The inflammatory edema and 
segmented induration were markedly improved within forty-eight hours. By 
the fourth day of treatment, resolution was well advanced, the patient was 
up and about and her morale was high. No patient received treatment for 
longer than five days and discharge from hospital was not delayed. In this 
Unit, since 1946 early rising on the second day of the puerperium has been 
the general practice (de Soldenhoff, 1948). These patients were not excep- 
tions to this rule and they were out of bed on the second day, with support 
to the affected limb from a crépe bandage or elastic stocking, if the latter 
was available. No ill-effects have occurred to make us alter this part of the 
treatment. The cases of thrombophlebitis occurring antenatally were ambu- 
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lant from the start of treatment. In this group the response was again 
gratifyingly prompt. 

The two post-infusion cases followed intravenous 5 per cent. ‘drips’ 
given to correct acetonuria during prolonged labour. In one the thrombo- 
phlebitis occurred in the left leg following a ‘cut down’ at the ankle, in 
the other the left arm was involved, following a needle stab at the elbow. 
This ascending phlebitis is a most painful complication of intravenous 
therapy and is distressing to the patient. Both cases responded quickly. In 
our opinion there is no doubt that phenylbutazone is much superior to local 
kaolin dressings and ‘bandage splinting’. 

Side-effects.—Only two patients developed side-effects. One developed a 
morbilliform rash over the trunk on the fourth day of treatment. The 
phenylbutazone was discontinued and the rash subsided within thirty-six 
hours with the administration of promethazine. The other case was seen in 
a young primipara, who had a surgical induction of labour at the thirty- 
eighth week for pre-eclampsia. Following a spontaneous vaginal delivery, 
she developed a superficial thrombophlebitis in the left leg on the fourth 
day. There had been considerable pitting edema of both legs associated 
with the pre-eclampsia. This was subsiding with the normal puerperal 
diuresis. On the third day of phenylbutazone treatment a moderate re- 
accumulation of the interstitial fluid was detected by the daily limb measure- 
ments. On stopping treatment, this fluid retention was corrected. 


CONCLUSION 

We have given phenylbutazone a fair trail in the treatment of superficial 
thrombophlebitis and believe that it is much superior to other forms of 
treatment. On the patient’s side there is immediate abolition of pain, and 
the rapid resolution of the phlebitis process results in shortened treatment 
and an early return home. On the medical side, the treatment is effective, 
ambulation is early and discharge from hospital is not delayed. The treat- 
ment would appear to have no adverse influence on the subsequent develop- 
ment of chronic venous changes in the leg. 

There is one other aspect which is of some importance at the present 
moment: namely the cost of drugs. Our previous treatment using heparin 
over a period of five to seven days entailed a cost of at least £6; the intra- 
muscular preparation of heparin, given twice daily over a five-day period, 
cost {7 4s. 8d. In contrast, the five-day course of phenylbutazone costs 45. 4d. 
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A GYNACOLOGICAL 
PICTURE-BOOK STORY 


By S. BENDER, M.D., F.R.C.S., F.R.C.O.G. 


Obstetrician and Gynecologist, Chester Area 
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1.—Menstruation chart, June 30, 1958. -Hysterogram, July 2, 1958: 
central filling defect. 


3.—Hysterotomy specimen, July 2, 1958 4. Born July 1, 1959. 
submucous fibroid. 


Moral.—Where the cause of menorrhagia or sterility, or both, is obscure, 
a hysterogram may be most illuminating. 
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BREAST ABSCESS AND ANTIBIOTIC 
ABUSE 


By WILLIAM H. COOKSON, M.B., Cu.B. 


Surgical Registrar, Stanley Hospital, Liverpool; formerly Casualty Officer, Sefton 
General Hospital, Liverpool 


IT seems inevitable at the present time that ‘infection’ should automatically 
suggest ‘antibiotics’, the assumption being that the two are inseparable and 
that no patient may have one without the other. This regrettable state of 
affairs has not only led to the extensive use of antibiotics in conditions 
whose course and end-results are little affected by them, but to an entirely 
unnecessary increase in the number of organisms resistant to the particular 
antibiotic used. 

The purpose of this article is to show that infections which inherently 
localize well can be efficiently cured by simple surgery. Further, that in 
not using antibiotics, the surgeon is not being negligent, but is putting the 
value and place of antibiotics in proper perspective. 


MATERIAL 


During the period September 1, 1958, to September 14, 1959, 40 cases of 
puerperal breast abscess were treated in the casualty department of Sefton 


General Hospital. The proportion of hospital to home confinement in 
these cases was 2:1. The majority of patients had a five to seven days’ 
history of symptoms, although the full range varied from two to forty-nine 
days. Seventeen of the patients had already received penicillin, 15 had 
received no antibiotic, and eight had received antibiotics other than peni- 
cillin. The duration of symptoms tended to be longer in those patients who 
had received antibiotics before being seen in the casualty department. 
Twenty-five patients had received stilbeestrol. 

Etiology.—The commonest single, predisposing factor was the breast 
which tended to overfill and was never properly emptied at any feed. 
Fifty per cent. of the cases followed this pattern. Of the remaining cases, 
six had cracked nipples and three retracted nipples; the latter contributed 
directly to inefficient emptying of the breast, for the infant was necessarily 
working at a disadvantage. Cracked nipples contributed directly by pre- 
senting a direct portal of entry for organisms and indirectly by the mother 
suckling to a minimum extent on this side because of the pain, with con- 
sequent incomplete emptying. 

No direct relationship between breast abscess and stilbeestrol could be 
established either on an etiological basis or, in fact, with relation to the 
rapidity of recovery after surgery. 

Bacteriology.—n every case the causative organism was Staphylococcus 
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pyogenes and in only one case (2 per cent.) was the organism penicillin- 
sensitive by in vitro test. Irrespective of the environment of delivery the 
organisms were penicillin-resistant. All the organisms were sensitive to 
chloramphenicol and erythromycin, and the vast majority to streptomycin, 
chlortetracycline, oxytetracycline and tetracycline as well. 


TREATMENT 
Early incision, a procedure contrary to the usual surgical principle of waiting 
for complete localization of infection, is justified in the treatment of puer- 
peral breast abscess for it provides the means of certain decompression of 
static milk. Milk as well as pus is evacuated and the reduction of intra- 
mammary pressure allows natural defence mechanisms to work to better 
advantage. 

Radial incisions were used in all cases, the number depending upon the 
amount of breast tissue involved and the need for dependent drainage. 
Loculi were meticulously broken down by means of Spencer Wells forceps. 
A simple rubber drain was left in the wound for twenty-four hours. Sub- 
sequently, the only treatment was by dry dressings and efficient mammary 
support. Irrigation of wounds was forbidden, the wound being left quite dry, 
but daily expression of pus was encouraged to ensure that no further milk 
retention occurred. In only two cases was there any evidence of recru- 
descence of infection after incision, and it was noted that these cases 
presented particular difficulty at the time in respect to the elimination 
of loculi. These cases were treated by further incision and adequate doses 
of chloramphenicol. 


RESULTS OF TREATMENT 
The vast majority of cases were healed and asymptomatic within fourteen 
days and many within one week. Naturally, those cases in which there was 
only segmental involvement resolved more rapidly than those in which the 
whole breast was virtually ‘a bag of pus’. Every case followed up to date 
has healed with almost invisible scars, no residual induration and, at most, 
minimal distortion of breast contour. 


DISCUSSION 

Interrogation of twenty general practitioners in the area revealed widely 
divergent views on treatment but closely similar results: 

(1) Patients with symptoms of less than forty-eight hours’ duration were 
given treatment along one of the following lines: 

(a) Penicillin ++ stilbeestrol in doses aimed at suppression of lactation. 

(b) Antibiotics other than penicillin -+- stilbeestrol. 

(c) Kaolin poultices with or without stilbeestrol. 

Very few of the practitioners combined expression of the breast with any 
one of these treatment regimes. It is of interest to note that, irrespective 
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of the line of treatment, only 50 per cent. of cases were prevented from 
subsequent abscess formation. 

(2) Patients presenting after forty-eight hours, with few exceptions, de- 
veloped abscesses which needed incision and drainage. 

It follows that :— 

(a) Cases seen in the first thirty-six hours (or at most forty-eight hours) 
should be treated by expression of the breast. This may be combined with 
an antibiotic such as chloramphenicol or one of the tetracyclines. 

(b) After thirty-six to forty-eight hours, antibiotics should not be ad- 
ministered, but the patient treated by kaolin poultices and referred during 
the next twenty-four hours for early incision and decompression. Stilbeestrol 
should be reserved for this second group, in a dose of 35 mg. on the first 
day, decreasing by 5 mg. on each subsequent day. 

Three cases of incipient breast abscess were seen during the course of the 
year: i.e. patients with a history of symptoms of less than thirty-six hours’ 
duration. These patients were treated, not by antibiotics, but by simple 
expression of static milk which, by removing the precipitating factor, averted 
abscess formation. 

CONCLUSIONS 
Details are given of 40 cases of puerperal breast abscess, seen in the casualty 
department of Sefton General Hospital, Liverpool, during the period 
September 1, 1958, to September 14, 1959. 

By and large, at the time of presentation in a casualty department puerperal 
breast abscess is an established entity beyond antibiotic control and curable 
only by incision and drainage. 

Antibiotics merely prolong the inevitable, for the duration of symptoms 
before being seen in the casualty department tended to be longer in those 
cases which had previously received antibiotics. 

This antibiotic prolongation of the process of localization must have two 
deleterious effects: (i) increased breast scarring; (ii) the development of 
resistant strains of organisms. 

Early incision is essential for rapid and certain decompression of static 
infective milk, and manual expression of the infected breast after incision 


prevents any recrudescence of infection. 


My thanks are due to Dr. C. Brundrett for his constructive criticism and 
encouragement, to Mr. J. Gow for reading the article, and to the nursing staff for 
their enthusiastic cooperation. 





PITUITARY (POSTERIOR LOBE) FOR 
TARDY TAPEWORMS 


By E. LL. LLOYD, M.B., D.T.M. & H. 


Junior Hospital Medical Officer, Tropical Diseases Unit, Eastern General Hospital, 
Edinburgh 


PirurTary (‘pituitrin’), 0.5 ml. intramuscularly, is claiming a place in 
expelling tapeworms whose hold has been loosened by mepacrine. Salts on 
the top of mepacrine cause vomiting, often there is delay up to a day before 
the worm is passed and there is the bogey of what may happen through 
regurgitation if the worm is 7. solium. In Edinburgh, under the care of 
Dr. F. J. Wright, the aim is to have the patients in hospital for one night, 
capture the scolex by 09.00 hours and discharge after lunch. 


THE MODEL PATIENT 
A chef was the model patient. 

He enjoyed 6 ounces of underdone steak for lunch on September 21, 1959, before 
coming for admission, bringing a history of failure elsewhere and eight segments to 
support his story. He was given fluids only (with glucose), ‘senokot’, two tablets, 
and a ‘dulcolax’ (bisacodyl) suppository at 15.30 hours. At 16.30 hours and 17.00 
hours traces of the suppository were returned with a nodule and 3 inches (8.5 cm.) 
of formed stool. He was given 1} ounces (43 ml.) of cream of magnesia at 16.30 


hours. Next morning at 05.50 hours he passed an ounce of thick brown fluid with 
one segment. At 06.00 hours he swallowed mepacrine 100 mg. x 10, with two sips of 
water and was encouraged to turn from side to side every two to five minutes to 
assist drainage by gravity, especially to move on the mepacrine from the stomach. 
Rumbling signalled drainage going well. At 07.07 hours he was given ‘pituitrin’, 
0.5 ml. intramuscularly, and seven minutes later the worm began to pass. After a 
cup of tea at 07.25 hours, eight feet (245 cm.) of yellow-stained worm with scolex, 
all in one piece, arrived at 07.30 hours. The chef had no nausea, and no gripes after 
‘pituitrin’. At 08.00 hours he breakfasted and after lunch returned to duty after less 
than twenty-four hours in hospital 
THE INSPIRATION 

The inspiration to try ‘pituitrin’ came from Mrs. B. who had been troubled 
by her tapeworm since January 1958, had been treated elsewhere and here 
without success but with instant vomiting after salts and had been kept free 
from segments during the birth of her second child by taking dichlorophen. 
Her time-table on June 1, 1959, set the pattern for the use of ‘pituitrin’: 
05.00 hours mepacrine; 06.50 hours ‘pituitrin’; 07.00 hours 2 yards (1.8 
metres) of yellow worm with scolex passed. 

Mr. S., after a failure in January 1959, took mepacrine at 05.30 hours on 
July 6, ‘pituitrin’ at 07.00 hours, and passed 2 yards (180 cm.) of worm 
with scolex at 07.30 hours. 

CONCLUSION 
Others, disappointed at the vomiting after salts and the delay in delivery of 
the worm, may like to try ‘pituitrin’ to finish the job. 
September 1960. Vol. 185 (329) 
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NOTES ON THE CONVERSION OF AN OLD PRIVATE 
HOUSE INTO A GROUP PRACTICE SURGERY 


By P. J. BELL, M.B., B.S., D.Osst.R.C.O.G. 


Petworth, Sussex 


Ours is an old-established West Sussex practice. A partnership of four, we 
serve some six thousand N.H.S. patients, without dispensing, in Petworth 
and the surrounding country. There are about a hundred private patients. 
The nearest adjacent practice is six miles away. 

We staff a small cottage hospital one mile out of the town, but we are 
fifteen miles from the nearest general hospital. This means that we have to 
undertake in the surgery many of the minor diagnostic and operative 
procedures that are normally the province of an outpatient department. 
Each week twenty surgeries are held and twelve call offices visited. We 
perform approximately twenty-five thousand items of service a year and, 
between us, cover sixty-five thousand miles. There has always been one 
partner resident on the premises to deal with casualties. Consultant clinics 
are held in the surgery by a general physician, a pathologist, and an 
ophthalmologist. As well as saving our patients’ time and money, we benefit 
greatly from receiving tuition on our own cases. We are hoping also to 
interest a surgeon in the idea. 

Antenatal patients, children for inoculation, and known long cases are 
seen by appointment, but the vagaries of the country bus service make any 
extension of the scheme impracticable. 

We employ a secretary and a filing clerk who, between them, staff the 
office from 08.30 hours until 19.00 hours every day. 


THE HOUSE 

Last year we had to consider renewal of the lease on the house that had been 
the Petworth surgery for more than a hundred years. We came to the con- 
clusion that without extensive repairs and alterations to a property not our 
own, we should be unable to conform to the standards of contemporary 
medicine. Any new surgery would have to be within easy distance of the 
bus terminal and of such a size as to incorporate the various ideas we con- 
sidered essential. Building was discussed but plans had to be discarded 
when the prohibitive cost became apparent. We decided to buy and convert 
Tudor House. 

Situated in a quiet cobbled street, the house is one of the show places of 
Sussex (fig. 1). It was built in the fifteenth century as the town house of one 
of the local landed families and added to in the seventeenth and nineteenth 
September 1960. Vol. 185 (330) 
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centuries. The building is in part three storied. The ground floor consisted 
of two large rooms and a long kitchen wing, above were five bedrooms and a 
bathroom. A large coach-house, a courtyard planted with shrubs (fig. 2), and 
a walied garden were other features of the house. 

With little work the upper floors have been converted into a comfortable 
self-contained flat for the resident partner. The problem of the ground 


Fic. 1.—The main entrance Fic. 2.—The courtyard. 


floor was to plan a unit that would be efficient while retaining as much as 
possible of the original character of the house. The disposition of the rooms 
that we decided upon and the structural alterations necessary to effect it are 
indicated on the ground plan (fig. 3). 


OFFICES 

The inner office is furnished along two walls with a working surface of pine. 
This accommodates the In and Out trays of the four partners and allows 
adequate space for typing. On the third wall is a chest of thirty-six pharmacy 
drawers where emergency drugs and any usable samples are stored. A wide 
shelf holds executive council pamphlets, literature on drugs and similar 
papers in box files. In the outer office are the switchboard and the N.H.S. 
records in steel filing cabinets. The switchboard is connected to two outside 
lines and eight extensions. Patients arriving for surgery collect their records 
in sealed envelopes through a hatch in the north door of the office. 

The sterilizing room has a small sink unit and a fast-boiling electric ring. 
An essential fitting is the extractor fan. In our previous surgery we found 
that exposure to steam corroded the terminals in the switchboard and we 
had a constant succession of telephone breakdowns. The J/aboratory is 
furnished and equipped for simple blood and urine testing. For economy of 
space there is a double-jambed door, swinging as indicated on the plan. 
Normally the laboratory doorway is left open, displaying shelves where 
patients may leave specimens. 
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THE WAITING-ROOMS 
The outer waiting-room was originally intended as a place for hanging over- 
coats, but it has been furnished with a wooden bench so that patients who 
wish to smoke may wait here. The inner waiting-room (fig. 4) is furnished 
with Sebel armchairs, and tables. At one end of the room is a large Movitex 
display board with detachable lettering which is used to give notice of polio 


Fic. 3.—Ground plan of Tudor House, Petworth. (Scale 1/120.) A=Inner office. B 
Sterilizing room. C =Outer office. D = Lavatory. E=Entrance lobby. F =Outer waiting- 
room. G=Laboratory. H=Broom cupboard. I=Inner waiting-room. J = Dressing store. 
K =Hall with staircase to flat. L=Room 1. M=Room 2. N=Room 3. O=Room 4. P 
Courtyard. Q=Garden. R=Pram shelter. S=Resident’s garage. TT =Entrance gates. New 
walls are indicated by shading. 
vaccination sessions, forthcoming holidays and general information. At the 
other end is a light-operated call system. Louvered neon tubes on each long 
wall give good reading light without making the room unpleasantly bright. 


THE CONSULTING-ROOMS 
The consulting-rooms are arranged in pairs. Usually there are two doctors 
in surgery at a time so that each has the use of a second room for examina- 
tions. Each room is equipped with a dressing trolley, a wash-basin and a 
curtained couch, but each has in addition some special feature. Room 1 has 
a large built-in bookcase containing our textbooks. Originally stocked by the 
individual members, we hope to keep it up to date out of partnership funds. 
A Thermostor heater is installed in Room 2 so that it is warm enough for 
consultations at any time. Room 3 (fig. 5) is large enough to accommodate us 
all during the consultant sessions. Room 4 can be used for minor surgery 
and special examinations. A full-sized operating table (second-hand) and a 
500-watt lamp facilitate these manceuvres. Casualties are admitted through 
the outside door and do not impinge on the main stream of patients. 
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WALLS AND FLOORS 
No architect was consulted, but we were fortunate in having an excellent 
builder who was able to work on our imprecise instructions. We had to re- 
floor most of the kitchen wing. Weyroc tiles set in Synthaprufe, sanded 
level, and Ronsealed, have given us a surface that is cheap, easily cleaned, 
hard wearing and attractive. The floors of the laboratory, lavatory, and outer 


Fic. 4.—The inner waiting-room. Fic. 5.—One of the consulting rooms. 


waiting-room are set with red quarry tiles. Partition walls in the consulting- 


rooms are of hardboard lined with fibreglass. Double-lined doors complete 
the sound-proofing. These walls set with oak laths are indistinguishable from 
the original ones. All plain walls were surfaced with Marb-l-coat, a tough 
plastic which is stippled. This hides the underlying imperfections and 
forms a good basis for fucure redecoration. 


COLOUR SCHEME AND LIGHTING 

In choosing the colour scheme, we have tried to make the building bright 
without being garish while at the same time showing to their best advantage 
the carved oak beams and stone fireplaces that are among the finest in the 
county. We have used strip lighting throughout: natural colour in the con- 
sulting-rooms and warm white in the waiting rooms and offices. Accessory 
lighting is provided in the consulting-rooms by Anglepoise lamps. The walls 
throughout have been painted a very pale pink. For the curtains, we chose a 
red heraldic design in the consulting-rooms, and a pictorial cretonne black 
and white on turquoise in the waiting room and offices. The Sebel furniture 
is red and copper. The surgery furniture is antique oak. 


THE COST 
The total cost, including purchase of the freehold, has worked out at less 
than £6,500. To cover a large part of this we have been promised a Group 
Practice Loan. 
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ANTIHISTAMINE TREATMENT OF HAY FEVER WITH 
SPECIAL REFERENCE TO 
THE EFFECT UPON REACTION TIME 


By NEVILLE JONES, M.R.C.S., L.R.C.P. 
Loughton, Essex 


THE most frequent side-reaction of antihistamines, and one common to all 
of them, is drowsiness (Britton, 1950; Halpern, 1957; White, 1959). Many 
of the 150 antihistamines now available have a marked sedative effect. They 
may impair the sense of balance and power of concentration to such a 
degree that car drivers or conveyor-belt workers, for example, cannot take 
them without endangering themselves and others. In many cases it is 
necessary to change the preparation in a course of antihistamine treatment, 
in order to maintain a satisfactory effect. 


SCOPE OF PRESENT INVESTIGATION 
This article presents the results of an investigation of the efficacy of a new 
antihistamine, mebhydrolin (‘fabahistin’), in the treatment of hay fever. 
Pharmacology.—Mebhydrolin is a whitish crystalline powder, of the 
following constitution :— 
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It forms with naphthalene-1:5-disulphonic acid, a salt of the formula, 
[Cy gHopN2]2 CyoH,O,5,. This compound is the active agent of the sugar- 
coated mebhydrolin tablets, each of which contains 50 mg. 

Conduct of trials.—The patients involved were normally employed in the 
various light industries, e.g. furniture-making, light engineering, that 
abound in the immediate area. The investigation was carried out in three 
parts. Trial 1 was devised to test the hypnotic effect, and trial 2 to test the 
antihistamine effect, of the drug. In both these trials the principles of the 
‘double blind’ technique were used. Trial 3 was devised to determine 
whether the drug had any adverse effect on ‘reaction time’, and only 
genuine tablets were used in this trial. 





GENERAL PRACTITIONERS’ FORUM 335 


MEBHYDROLIN AND DROWSINESS (TRIAL 1) 
Fifty subjects (26 males, 24 females) were included in this trial. Each took 
thrée tablets daily for a week, half of them receiving mebhydrolin and half 
of them a placebo tablet. At the end of the week they reported their 
experiences, in particular noting if any drowsiness had occurred. 

Of those who had taken the placebo, two complained of drowsiness. All 
of those who had taken mebhydrolin were unaffected, apart from one subject 
who felt a little tired for the first three days. This effect wore off and he was 
able to continue with the tablets without any further impairment. There was 
thus no definite effect of drowsiness. 


THE ANTIHISTAMINE EFFECT OF MEBHYDROLIN (TRIAL 2) 
For the purpose of this trial, a patient was regarded as suffering from hay 
fever, only if he fulfilled the following criteria:— 

(a) There must be present, rhinorrhea, epiphora, and a distinct pricking 
sensation of the eyes or sneezing. 

(b) The symptoms must occur annually during the season of pollination. 

(c) The onset and abatement of symptoms, if left untreated, must occur 
about the same date each year. 

By accepting these criteria, it was hoped to exclude the perennial cases of 
allergic rhinitis, which, although having symptoms throughout the year, 





Group Week 1 Week 2 Week 3 No. of patients 


P 2 ( 7.13%) 
M 2 ( 7.13%) 
M ] 4 (14.25%) 
P I 2 ( 7.13%) 
M ] 5 (17.82%) 
P ] § (17.82%) 
M 4 (14.25%) 
P 4 (14.25%) 
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P = placebo tablets. M = mebhydrolin tablets. 


Tas.e I.—Distribution of placebo and mebhydrolin tablets. 


experience exacerbations that often coincide with the seasonal incidence of 
true hay fever. Twenty-eight patients (13 male, 15 female), who satisfied 
these criteria, were included in the trial. 

Each patient was given one week’s supply of tablets at a time; one tablet 
to be taken thrice daily. At the end of the week, their symptoms were 
recorded and a further supply of tablets given. The total length of treatment 
was three weeks. It was emphasized that nothing else should be used to 
relieve their symptoms; in particular they were told to avoid using any 
local preparations such as nasal sprays or drops. As in the previous trial 
placebos were introduced. The actual distribution of tablets is shown in 


table 1. 
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Mebhydrolin was successful in 19 out of 28 cases. Of the 19 cases which 
responded, 10 were severe cases, six were moderately severe and three 
were mild. Twelve (6 severe, 5 moderate, 1 mild) of the 19 cases successfully 
treated with mebhydrolin had been treated with other antihistamines, in 
some cases for prolonged periods without success. In seven cases mebhy- 
drolin was the first antihistamine given. Mebhydrolin had little or no effect 
in nine cases. In four of these, the disease was severe and they had been 
treated with other drugs for long periods also without success. Only one of 
the cases which did not respond to mebhydrolin had not received any other 
antihistamine in the past. 

No drug may be justifiably called ineffective until side-effects have been 
produced (White, 1959). The correct dose of a drug, applied to a particular 
individual, is also important (Burn, 1958). In this trial, we decided to employ 
a rigid standard of dosage, not necessarily adjusted to the patient’s individual 
need; so that in each case we obtained results that would bear comparison 
with one another. Consequently, we had to regard as a failure cases which 
might have responded to an increased dosage of mebhydrolin. 

As distinct from a hospital trial, the patients involved in this trial in 
general practice were fairly well known individually. It was thus possible to 
make a fair assessment of the emotional stability of each case. It was interest- 
ing to find that in those cases considered to be emotionally unstable, the re- 
lief obtained from the placebo was often described as ‘wonderful’. We con- 
firmed the opinion expressed by Frankland and Gorrill in 1953, when 
treating hay fever and asthma, that the results on the chart did not always 
correspond with the patient’s statement. At the completion of the trial, 
when the results had been obtained, we disclosed to some of those taking 
part, which tablet they had been given on each occasion and asked them to 
re-record their results. Particularly in the emotionally unstable, we found 
that the results now tallied precisely with the pharmacological content of the 
tablet. In future, relief of hay fever symptoms in these patients may be 
obtained with sedatives or tranquillizers as much as from antihistamines. 

Although there appears to have been much controversy in the past 
regarding the role of antihistamines in the treatment of asthma, we noticed 
that three patients in this second trial, who suffered from asthma as well as 
from hay fever, claimed that their asthma improved noticeably when taking 
tablets containing mebhydrolin. It has been suggested that antihistamines 
are effective in treating asthma due to large protein molecules, where the 
predominant symptom is edema (Halpern, 1957). It has also been shown 
that promethazine was ineffective in asthma caused by dust or pollens 
(Vallery-Radot, Halpern, and Blamoutier, 1948). It was not the purpose of 
this trial to inquire into the action of mebhydrolin in asthma, but the fact 
that these three patients showed some response may indicate that this 
preperty should be investigated further before any conclusions can be 
drawn in this respect. 
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MEBHYDROLIN AND REACTION TIME (TRIAL 3) 
The drowsy effect of many antihistamines is well recognized; in addition, 
slowing of the reaction time, which can be dangerous in drivers of road 
vehicles or in skilled workers using machinery, has also been commented 
upon in the past (Britton, 1950; Burn, 1958; White, 1959). An approach was 
therefore made to the Royal Society for the Prevention of Accidents for 


Miles Trainer Reaction Times 
Means of reaction times of 8 test subjects) 


No Warning 
after before 


Improvement of f 21,5 
Ube J Reaction Time 
Fic. 1.—Mean reaction times in eight subjects tested on a Miles driving trainer, before 


and after taking two tablets of mebhydrolin. ‘No warning’ appearance of hazard 
without prior warning. ‘Warning’ appearance of hazard after prior warning. 


assistance in testing this factor with mebhydrolin. This became the basis of 
the third trial. 

On this occasion, only tablets containing mebhydrolin were used. Seven 
men and one woman volunteered for the tests at the Road Safety Training 
Centre, ROSPA House, Knightsbridge, London, S.W.1. The volunteers 
were from 19 to 45 years of age. All were experienced skilled drivers and 
were in good physical and mental condition. The tests began in the morning, 
when all were rested and had had a substantial breakfast. 

The first series of tests was made in a Miles trainer. This in its dimensions, 
form and arrangement of seat, steering wheel and control, is an exact 
replica of an average car. When operating the controls, the driver experiences 
the sensation of driving along a country road. The illusion is created by the 
projection on to a screen, facing the driver, of a roadway as seen from a 
forward moving vehicle. The driver’s reaction time to various emergencies 
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is exactly recorded. All the volunteers took the test two or three times, after 
which they were given two tablets of mebhydrolin and the tests were 
repeated 1 to 1} hours later. 

The same persons were tested on a self-operated ‘reaction tester’, which 
consists of an illuminated panel with three pedals each for hands and feet. 
At a green light the two outside pedals are depressed with left and right 


Reaction Tester 
(Means of reaction times of 8 test subjects) 


before after before 


Improvement of . - 
f 0/,, Z 
16 é Reaction Time . 13°%o 7 
Fic. 2.—Mean reaction times in eight subjects tested on a self-operated ‘reaction tester’, 
before and after taking two tablets of mebhydrolin. 


hands or feet, respectively. When a red light shows, one hand or foot is 
brought to the centre pedal as quickly as possible. All did the test three 
times with the hand controls and three times with the foot controls. The 
tests were repeated 1 to 14 hours after taking two tablets of mebhydrolin. 

The results are shown in figures 1 and 2, as the means of the reaction times 
of all eight volunteers. It will be seen that the sedative effect observed with 
many antihistamines did not occur with mebhydrolin. The reaction time 
was slightly increased in only two instances, whilst in most cases perfor- 
mance improved after taking mebhydrolin. The means of the reaction times 
of all eight persons show that in the tests made 1 to 14 hours after two 
tablets of mebhydrolin were swallowed, over-all reaction time was improved 
by 6 to 21 per cent. It is interesting to note that the maximum improvement 
of 21 per cent. was in the second Miles trainer test in which the time to 
react to sudden emergency was determined. 

Although the number and nature of these tests do not allow final con- 
clusions—in particular because the effect of increasing practice has not 
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been taken into account—their results show that a sedative effect, such as 
would impair efficiency on the roads, does not occur with mebhydrolin. 


SUMMARY 

Twenty-eight patients with hay fever were treated with a new antihistamine, 
mebhydrolin. Mebhydrolin was effective in 19 of these, including 12 in 
whom other antihistamines had failed or only given unsatisfactory relief. A 
series of tests showed that the sedative effect (drowsiness), experienced with 
a great many antihistamines, did not occur with mebhydrolin. It appears 
therefore to be a suitable preparation for the treatment of those for whom 
car driving or machine operating is a necessary part of daily life. 

The results show that mebhydrolin is an effective antihistamine and has 
no sedative action. 

A series of tests carried out at the Road Safety Training Centre showed 
that the over-all reaction time was improved by 6 to 21 per cent. 

It would therefore appear that mebhydrolin is a suitable antihistamine for 
administration to those for whom car driving or machine operating is a 
necessary part of daily life. 

I am grateful to the Royal Society for the Prevention of Accidents, for placing at 
my disposal the specialized equipment required for the third trial; and for the 
help and courtesy shown by their staff to all of us who attended their establishment. 

I also wish to express my thanks to Farbenfabriken Bayer AG. who supplied the 
tablets of mebhydrolin and the placebos. 
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THE BEHAVIOUR REACTIONS OF NORMAL CHILDREN 
TO COMMON OPERATIONS 


By F. E. JAMES, M.B., D.C.H. 
Chipping Norton, Oxon. 


ATTENTION has been drawn in recent years to the possibility of surgery, and 
separation of the child from the mother in hospital, causing undesirable 
behaviour reactions in children (e.g. Mac Keith, 1953; Wallgren, 1955). 
Since most of these reports deal with the problem as seen by the hospital 
doctor, it seems worth while recording the experience of a general practi- 
tioner on this subject. 
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SCOPE OF INVESTIGATION 
A series of 60 children under 10 years of age who have been into hospital for 
various operations has therefore been studied. The operations involved 
were :— 
Sy mf os és ie a 2. 
Squint and other eye operations a Ay se roa 
Appendicectomy .. oa ie : a sis p> Oe 


Hernia ne iy ata si ee sy 4 
Miscellaneous i fe a ; aS “a 7 


60 

All the children were known for long periods before and after the opera- 
tion, and their personal as well as their family histories and background. 

Operations on children under 10 years of age in this practice number 
about 4 per hundred each year. 

Surgically all cases were straightforward in that a complete physical 
recovery was made and no child was in hospital for longer than three weeks. 
No case involving intracranial surgery was included. 


RESULTS 
They have been followed up for a minimum of six months and the be- 
haviour reactions assessed. These varied from a transient disturbance, such 
as night terrors lasting only a week or so, to severe and prolonged reactions 





Under 5 5 orover | Total 


No reaction és 9 3: 42 
Reaction ‘ i II 


20 








x* = 7.23 


Taste I.—Incidence of adverse reactions following operation in 60 children, according 
to age-group. 


which disturbed the child’s personality. Seventy per cent. showed no ab- 
normal behaviour reactions and only 3 per cent. showed a severe reaction: 
i.e. one lasting more than three months. The percentage of unaffected is 
less than the g1 per cent. found by Jackson and his colleagues (1953) in 
140 children submitted to tonsillectomy. The difference is probably due to 
the present series containing various types of operations some of which, e.g. 
squint correction, are more likely to produce abnormal behaviour reactions. 
The high percentage of behaviour reactions noted by Woodward (1959) in 
children who had suffered severe burns is doubtless due to the severity of 
the trauma. 

When the group is split into age-groups, it can be seen that adverse 
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mental symptoms occurred chiefly in children under the age of 5 (table 1). 
This is in accordance with the finding of Mac Keith (1953). 


TWO CASE RECORDS 
The following is a typical example of a prolonged behaviour reaction 
following surgery. 

This girl, who is the eldest of three children, was found at nine months to have a 
congenital dislocation of the right hip. This was treated with a Denis Browne splint 
and she remained in hospital between the ages of 9 and 16 months. When she 
returned home the mother states that she was a completely different child. She did 
not know the parents, who had not been able to visit her, as they had moved to a 
new house some considerable distance from the old one. Another child had also been 
born during her absence in hospital. Previous to her admission to hospital she had 
been her father’s little girl and he had done a great deal for her, but on her return 
she screamed every time he came near her. 

The child continued to limp due to some avascular necrosis of the femoral head, 
which the parents considered was due to unsatisfactory treatment. The father 
changed his job and moved again in order to obtain treatment for her at another 
hospital. Her behaviour at this time was characterized by negativeness and prolonged 
screaming which would often occur at night. 

When 3} years of age she was again admitted to hospital for excision of a necrosed 
piece of bone and was away from home for two months. On returning, the screaming 
attacks continued and during these she would break things or tear sheets or pillow 
cases. Very little improvement was seen until 44 years of age when she started 
school. She liked the teacher and other children and was of high average intelligence. 
Her screaming attacks ceased but she would occasionally throw things if in a temper. 
She has always been well behaved at school although at times given to giggling. 

At the age of 6 years she would talk freely about her stay in hospital and about her 
young brother towards whom she was formerly very aggressive. 

Surgery does not always produce undesirable behaviour reactions and 
may occasionally produce improvement in the child’s behaviour, as in the 
following example. 

This boy was a normal child until 4 years of age when he began to experience 
recurrent attacks of tonsillitis with cervical adenitis during the winter months. 
During this period he was peevish and negativistic and easily moved to tears. In 
the summer months he enjoyed good health and his behaviour was satisfactory. 
When 7 years of age, tonsils and adenoids were removed and after this his behaviour 
greatly improved. His physical health is now good and the parents state that there is 
now good behaviour throughout the year. 


DISCUSSION 
It ought to be possible to differentiate between those children whose be- 
haviour would be adversely influenced by surgery and those who would be 
benefited. If it seems probable that undesirable behaviour reactions may 
result, steps should be taken to mitigate them. Such steps to be considered 
are: (1) postponing the operation (where practicable) ; (2) the preparation of 
the child; (3) the manipulation of other environmental circumstances: e.g. 
protecting the patient returning from hospital from sibling rivalry. Verbal 
preparation of the young child is difficult and for this purpose Capes (1955) 
has suggested a picture book showing various scenes the child will see in 
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hospital. Vaughan (1957) has demonstrated the effectiveness of preparation 
and supportive psychotherapy in squint operations. 
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AN UNUSUAL NAPPY RASH 


By JOHN EARLE, M.B., B.Cuir. 
Stokesley, Yorks 


DurinG the last few months I have seen half-a-dozen really severe 
‘nappy rashes’. 

The last one was on a woman’s right forearm. She showed me a red, 
itching lichenified area on the flexor aspect of the right forearm. ‘here were 
some small outlying lesions, each rather smaller than a sixpence on the right 
ferearm and some on the left wrist. She was under considerable psycho- 
logical pressure as she was finding her three children rather a handful and 
obviously needed a holiday. There is a family history of eczema, and the 
second child is asthmatic. She herself considered her rash to be due to the 
extra work of looking after her last baby. 

I had recently seen a patient who said a very similar thing to me when 
her hands broke out with eczema and pompholyx. We found the truth only 
when she spilt some baby cream on her hands and produced an enormous 
reaction. 

This forearm rash puzzled me. It did not seem to be general enough to 
suggest a general cause, but neither of us could think of a possible local 
cause until, as I was leaving, she picked up her baby. Being left handed, 
she supported the child on her right forearm. ‘The nappy coincided with the 
red area. I asked her how she was cleansing her nappies and she named one 
of the modern detergents. The baby’s nappy area was undamaged. 

The mother’s nappy rash responded well to topical cortisone and she 
now uses soap flakes for the nappies. 

The other nappy rashes were all caused by detergents of various sorts. 
They made the nappies whiter than ever before (which is what the mothers 
wanted so as to keep up with the Jones’s) but they also made the babies’ 
bottoms redder than ever before. The most successful treatment I found was 
the use of boric acid in a manner similar to that described by Professor Aird 
in his ‘Companion in Surgical Studies’, and stopping the use of detergents. 
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PHENMETRAZINE IN THE TREATMENT OF NOCTURNAL 
ENURESIS 


By MICHAEL HARRINGTON, M.B., B.Cu. 


Milnrow, Rochdale, Lancashire 


IT is estimated that as many as 20 to 26 per cent. of children may be brought 
before the family doctor at some period in their lives with the complaint of 
nocturnal enuresis (Kanner, 1957), in a ratio of about three males to every 
two females. In the large majority of cases no organic cause can be found 
and the condition is then commonly dismissed with the remark that ‘the 
child will grow out of it’. This attitude may not be justified, however, 
because the more thorough and searching the follow-up, the greater becomes 
the evidence against the view that the condition is generally self-limiting 
(Stockwell and Smith, 1940). 


PRESENT INVESTIGATION 
The investigation reported here was undertaken to test the hypothesis that 
phenmetrazine (‘preludin’) is an effective treatment for nocturnal enuresis 
and to define a method whereby the evaluation of drugs could be carried out 
in the conditions pertaining in a busy general practice. 

The group under study consisted of eleven enuretics known to me in my 
practice early in 1959. All but one were between the ages of 5 and 16 years; 
the exception was aged 31. One abandoned treatment early in the trial and 
has been excluded from the results, leaving eight males and two females. 
Ascertainable organic disease was excluded in all cases by reference to a 
urological clinic and treatment was carried out in the patients’ own homes 
and with no interruption of their usual activities. Most of them lived within 
one mile of my surgery in good type council houses with indoor lavatories 
and had been known to me personally for five years. In all of them the 
condition had been present since birth. 

The following points from the clinical history of individual patients are 
of interest :— 


Case 2.—This patient was said to be ‘constantly at the cold water tap, drinking’. 
Case 3.—This patient showed diurnal as well as nocturnal enuresis. 


Case 6.—Before treatment this boy passed so much urine at night that it flowed 
from the draw-sheet on to the floor. His mother reckoned that he passed more 
during the night than he could possibly drink during the day! 


Case 7.—Like case 2, this boy was an excessive water-drinker. His father had 
diurnal frequency and nocturnal incontinence. After extensive hospital investigations 
had been carried out, all with negative result, a resection of the bladder neck was 
performed without any appreciable effect on the enuresis. 


Case 8.—This patient, the only adult in the series, had been discharged from the 
Army as a result of enuresis, having been initially graded A1. Enuresis was also 
cited as a reason for his wife divorcing him. 
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The patients were numbered and divided into two groups by random 
selection, thus:— 


Group 1 Group 2 


I ‘a a x 3 


2 ~ = ra 4 
6 


5 0 5 
” ms us ii 9 (withdrew from trial) 
8 ats =" e 10 

II 


Two sets of identical tablets labelled A and B were supplied by the 
manufacturers, one of which consisted of phenmetrazine, 25 mg., the other 
being an inert tablet. Neither the patients nor I knew which was which. At 
the start of treatment group 1 was given tablet A and group 2 tablet B. 
After one month, group 1 changed to tablet B and group 2 to tablet A, 
whilst in the third and final month, each group went back on to its original 
treatment. The dosage used was half a tablet for young children, rising to 
two tablets for the adult, given half-an-hour before bedtime. No restriction 
of fluid or alteration of diet was advised and the children were not raised 
from bed to pass urine during the night. 

The patient or the mother was instructed to keep a record of progress by 
marking X on the calender for every wet night. The patients were visited 
regularly, usually every week, to ensure that tablets were being taken and 
records kept. 


RESULTS 
Table I shows the results achieved by each patient individually and the 
over-all results of each group during each treatment period. 

Enuretics are notoriously suggestible and their symptoms are prone to 
improve simply as a result of the doctor’s interest, quite apart from any 
specific action of the treatment being employed, but the design of the present 
trial allowed measurement of the effect of suggestion and to use it in assessing 
the results of treatment. In group 2, for instance, a total of 88 wet nights in 
the pre-treatment period was reduced in the first treatment period to 44: 
i.e. 50 per cent. of its original value. This represents the effect of suggestion 
acting by itself since the tablets were inactive. In the corresponding period, 
group 1 shows a reduction to 27.5 per cent. of the pre-treatment figure, so 
it might justifiably be concluded that the difference, i.e. 22.5 per cent., 
represents the extent of the improvement attributable to phenmetrazine. 

In the second treatment period, group 1 continues its improvement, due 
presumably to the continuing power Of suggestion, achieving a reduction of 
the wet night figure to 19.4 per cent. of the pre-treatment figure in spite of 
going on to inactive tablets, whilst group 2, now on phenmetrazine for the 
first time, shows a reduction to a quite comparable figure of 14.8 per cent. 
By the time the third treatment period is reached, however, the influence of 
suggestion is beginning to weaken as shown by group 2, whose condition 
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actually worsens when put on to inactive treatment at this stage, although 
neither patients nor doctor were aware of this. Group 1, however, changing 
on to phenmetrazine in precisely the same circumstances, achieves a further 
striking improvement to only 5 per cent. of the number of wet nights shown 
before treatment. 
DISCUSSION 

Of recent years the major interest in enuresis has centred on the psychologi- 
cal aspect. Cases have either been regarded as emotionally disturbed and 
treated with prolonged courses of psychotherapy, or have been considered 


GROUP 1 





No. of wet nights in successive 
No. of wet nights 28-day periods 
Patient Age in in 28 days before 
years starting treatment On On | On 
phenmetrazine dummy | phenmetrazine 
28 2 
25 
20 
28 
28 
28 


COO m= 


ut Ww 


31 
(19.4%) 





GROUP 2 


No. of wet nights in successive 
No. of wet nights 28-day periods 
Patient Age in in 28 days before 
starting treatment On On On 
dummy phenmetrazine dummy 

20 
28 
28 
12 


Total 88 44 13 15 
(50%) (14.8%) (17%) 











TaBLe I.—Results obtained with phenmetrazine in the treatment of 10 cases of nocturnal 
enuresis. (The figures in brackets indicate the wet nights in successive treatment periods 
expressed as a percentage of the pre-treatment figure). 


as suffering from a defect of learning and attempts made to build up a 
conditioned reflex type of response using electrical warning devices of 
various kinds. My own case material supports the view that constitutional 
factors are of importance. Seven of my patients showed a family history of 
the disorder and eight were abnormally heavy sleepers. 

Normally the total urine secreted by day is greater than that secreted 
by night, but a large proportion of enuretic children have relative 
nocturnal polyuria (case 6). They are excessive drinkers (cases 3 and 7) 
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and often have abnormally large appetites as well (Poulton and Hinden, 
1953). The immediate cause of enuresis is a blockage, due to abnormally 
heavy sleep, in the nervous pathway between the bladder and the cerebral 
cortex so that bladder sensations are not adequately perceived at cerebral 
level during sleep and the distended bladder is able to fire off the emptying 
reflex without inhibitory impulses from higher levels coming into play. The 
lateral and posterior hypothalamic areas are known to be associated with 
both the waking-sleeping mechanism and the mechanism of micturition. 
Although phenmetrazine is known to have an action on the hypothalamus 
and its use in enuresis therefore seems rational, surprisingly little interest 
has been shown in its application to this condition, only one other trial 
(Bleckmann and Salus, 1955), so far as I am aware, having been performed. 
Apart from the difficulty in disentangling the effects of treatment from those 
of suggestion, to which reference has already been made, a possible reason 
for this may be the fact that many of these cases are seen only by specialists 
in hospital where the unnatural conditions tend to alter the way in which the 
condition manifests itself. All my own patients who were admitted to hospital 
for investigation were dry throughout their stay, due to the fact, so they said, 
that they slept badly and wakened early. The condition always recurred 
when they returned home. 

Apart from its importance as a strictly medical condition, nocturnal 
enuresis has a large social aspect. The presence of an enuretic in a family 
disturbs personal relationship, burdens the housewife with a mountain of 
washing every day and generally causes much unhappiness. Since completing 
this trial all my cases have been treated with phenmetrazine and the effect 
in many directions has been most striking. Not only have the patients them- 
selves gained immeasurably in self-confidence and in general improvement of 
outlook, but their mothers, too, have improved in health as a result of being 
less fatigued. A point worth noting is that successful treatment of the 
enuretic has enabled the whole family to enjoy a holiday together for the 
first time. 

SUMMARY 

(1) A controlled double-blind trial of phenmetrazine (‘preludin’) in 10 
cases of nocturnal enuresis is reported. 

(2) The results indicate that phenmetrazine is an effective therapeutic 
agent in the management of this troublesome condition. 

The materials for the trial were kindly supplied by the Boehringer Products Divi- 
sion of Pfizer Ltd. 
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FOLK-LORE AS A MEDICAL 
PROBLEM 
AMONG ARAB REFUGEES 


By ALICK CAMERON, M.D., D.O. 
Southborough, Kent 


DurING 1949 and part of 1950, I was entrusted, under the British Red 
Cross Relief Commission, with the medical care of a large Arab refugee 
camp in Jordan. Apart from the complex public health problems involved 
and the limited facilities for diagnosis and treatment, it soon became obvious 
that the situation was complicated by the intrusion of folk medicine and 
deep-rooted superstitions in to the medical sphere. Thus it became necessary 
to take into account not only infection and injury as pathogenic agents but 
the effects of the Evil Eye and the machinations of those strange beings, the 
Djinn. (The Name of Allah be around us!) 

Such matters were not by any means to be dismissed lightly if one was to 
retain the confidence of the people. Frequently it was necessary to take over 
the care of patients at second-hand, when wet cupping or the application of 
the cautery had already been tried without avail. Tablets prescribed for 
treatment were sometimes more likely to be concealed under the mattress 
as a lucky talisman than to be swallowed. Indeed it may be on such small 
threads rather than on the purely technical side of medicine that human 
life and welfare depend. It seemed of value therefore to report some 
observations of folk medicine and superstitious practice recorded during 
my time in Jordan. 

THE EVIL EYE 
The belief that the eyes of certain people bestow a malignant effect on the 
objects of their gaze may be traced back in all races and societies fo the 
beginning of recorded time. Written reference to it has been found in the 
excavations of the Sumerian civilization in the Tigris-Euphrates Valley and 
it is still commonplace today in the remoter corners of the British Isles. 

It is held that it is particularly the eye of the envious person that has these 
pathogenic properties. Thus children, especially males, are said to be par- 
ticularly sensitive to its influence and the childless or unmarried woman is ' 
to be highly suspected should the child sicken or become injured. Domestic 
animals, too, such as camels and horses, are held to be susceptible. Openly 
to praise or admire a child or animal is to court displeasure. In certain 
circumstances such expression of admiration is permissible if it is prefaced 
by a formula such ‘Not my eye but the eye of the Prophet’. Lane (1836) 
stated that in his day it was a common custom of the people of Egypt, when 
admiring a child, to say: ‘I seek refuge with the Lord of the Daybreak for 
thee’ (the 113th Sura of the Koran, in the end of which protection is 
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implored against the mischief of the envious). Blue eyes are treated particu- 
larly with suspicion. These ideas are universally held in the Near East by 
people in every walk of life. Any illness or ill luck can befall the object of an 
envious glance but, in particular, affections of the eye are said to be the most 
usual result. Fretfulness on the part of an infant after a visitor has been to 
the tent is regarded as an early sign that all is not well. 


PROPHYLACTIC MEASURES 
The principal means of avoiding this evil is the wearing of certain amulets 
(fig. 1). These include blue beads, cowrie shells, charms bearing the likeness 
of a human eye and little blue hands. Triangular lumps of alum have special 





1.—Amulets used in the Near East as protection against the Evil Eye. The triangular 
crystalline objects are alum, the round object is a ‘milk bead’, used to stimulate 
lactation. 
protective properties and these are often seen dangling from a child’s cap. 
Other talismans are in the form of triangular purses or lockets containing 
appropriate texts from the Koran. Sprigs of rue are believed to have some 
potency in this respect. 

If a mother is in a public place with her infant and she suspects someone 
at hand of possessing the evil eye, she will at once cover the child’s head 
with her shawl. In some cases recourse is had to elaborate subterfuges. As 
an instance of this, a child will be deliberately kept in a dirty and unkempt 
condition, not from a lack of parental affection, but in order to ensure that 
he is not likely to be the object of admiration. Male children are particularly 
highlyregarded and sometimeswill be brought up and dressed as girls until per- 
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haps the age of ten or eleven, even though they attend school with other boys. 
Certain rituals are carried out when once it is established that a child is a 
victim of an envious glance. 


A Christian Arab woman, well known to me, after the visit of several people to 
her tent, noticed that her youngest son was fretful. Without more ado she obtained 
a lump of alum which she melted in the fire. As it cooled it attained a certain shape, 
which she maintained was characteristic of the profile of a certain person, who 
must therefore be the bearer of an evil eye. She then went out with a handful of salt 
until she caught sight of the suspect and followed him at a distance, sprinkling salt 
in his footsteps. She was convinced that she had acted correctly since the next day 
the boy was perfectly well—post hoc ergo propter hoc! 


At the times when the people were being inoculated or vaccinated, it was 
noticed that several women painted the likeness of an eye on the arm which 
was bared for the needle prick. They were evidently willing and anxious to 
receive the injection but mistrusted the additional effects of strange eyes on 
their bare skin. 

Brides are regarded as particularly susceptible to the evil eye: in fact it 
is said that the ancient custom of veiling a bride is due to this superstition. 
Gifford (1958) attributes the veiling and seclusion of women, commonplace 
throughout the Moslem world, to the same origin. Initially he suggests it 
would have been adopted for beautiful women and from this the implied 
compliment would have spread to all. 

Not only living things but inanimate objects such as food are held to be 
tainted in this way. An elderly Sheikhtold me that for this reason he would 
never eat food bought in the market place, but only what was grown on his 
own land. It is well known that all Persian (and other oriental) carpets have 
some deliberate error in the design. This is said to be a tribute to Allah, who 
alone is capable of perfection, but might it not be an insurance policy 
against the effects of too much admiration, lest the carpet wear badly and 
the colours fade? 


THE DJINN (JAN OR GENII) 

The people of the Near East, Christian as well as Moslem, believe in a race 
of beings of pre-Adamite origin, called by the general name of The Djinn. 
They are said to inhabit chiefly the Jabel Kaf, which in Arab cosmology is 
the range of mountains that surrounds the earth. Some of these beings are 
good Moslems, and do not injure their co-religionists, but the greater 
number are unclean infidels who take up their abode in rivers, fountains, 
cisterns, ruined buildings, cellars, ovens, caves, sewers and latrines. Such 
is the account given by Hanauer (1907). Some of them dwell in cracks in the 
walls or under the doorsteps or thresholds of inhabited houses, so that it is 
very dangerous for people, especially females, to sit on a doorstep in the 
evening when these night-prowling evil spirits may do them grievous bodily 
injury. These beings are said to be envious of men and women and, unless the 
formula ‘bismillah’ (‘in the name of God’) is uttered before starting any 
undertaking, they will seek every opportunity of injuring them. 

To the Arab it is of the utmost importance to remember that ‘they’ should 
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always be treated with respect. On entering an empty room, a cellar, cave, 
or even when sweeping a room, which has for some time stood empty, one 
should say ‘dustur’, thus asking permission. 

Among the evil Djinn are the so-called ‘efreets’ and of these the most 
powerful and deadly are the ‘marids’. Yet another unpleasant being of this 
type is the ‘ghoul’; these are said to appear in the forms of certain animals 
and in many monstrous shapes, to haunt burial grounds and other seques- 
tered spots, to feed upon dead bodies and to kill and devour every human 
creature who has the misfortune to fall in their way. These beings are held 
to be responsible for any kind of illness and misfortune but usually the 
effects suggest those of ‘possession by the devil’: i.e. maniacal frenzy and 
epileptiform convulsions. Interrogation of a learned Sheikh revealed that 
possession by a Djinn usually resulted in red eyes, painful swollen joints, 
especially elbows and knees, wild shouting, and a sensation by the patient 
of being clutched round the neck. 

By way of treatment the patient is confined in a solitary room. He must be 
given certain passages from the Koran to ponder and recite. Further pas- 
sages were to be hung round his neck, others to be written on paper and 
burned in his presence with incense, and others still to be soaked in water, 
the soluble virtue of which was then imbibed. An additional treatment often 
practised was to apply a cautery to each temple and to the nape of the neck. 
Occasionally more infamous modes of treatment are employed whereby the 
unhappy victims are suspended head downwards and flogged, or are chained 
up in lonely caves with no food, no covering and only a jar of water for 
sustenance. 


I was called to attend a sick child in the family tent. On entering I was surprised 
to find the agitated grandmother and grandfather squatting over the child, flashing 
a mirror in the child’s face, rattling a bundle of keys, and slashing at the air over 
the head with a pair of scissors. The child, they explained, had been the victim for 
some time of diarrhoea and in his weakened state some evil Djinn had taken posses- 
sion of him, causing him to undergo severe contortions. It became evident that 
the child was exhibiting the carpo-pedal spasm of tetany and soon improved with 
orthodox treatment. 

On another occasion a young man had lapsed into a state of maniacal frenzy, 
requiring six men to hold him down. I was informed that he was in the possession 
of a particularly malevolent Djinn. This was not, of course, a diagnosis I had been 
encouraged to consider at my medical school, but I am glad to say that intravenous 
thiopentone, followed by heavy sedation for a time, proved completely effective. 


SOME METHODS OF THERAPY 

The cautery.—This is employed on a large scale for the treatment of a wide 
variety of diseases by local practitioners, and has been for thousands of 
years. The burns are usually made with an iron nail, heated to red heat, 
sometimes with coins and sometimes with cigarette ends. They are often 
made according to a set pattern (fig. 2) but may be scattered at random. In 
cases of splenomegaly, for example, the burns were made accurately over 
the surface of an enlarged spleen; in menorrhagia they were applied in the 
suprapubic area. 
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Scarification.—Any sharp implement is employed to make a series of 
scratches in the skin of various parts of the body. Venesection is occasionally 
practised. 

Cupping.—Wet and dry cupping are both used extensively among Arab 
‘medicine-men’. Dry cupping is usually carried out by heating the air in a 
small] jar and applying the mouth to the patient’s skin; as the contained air 


Fic. 2.—Fresh cautery marks on the abdomen of 'a 
child who had had persistent diarrhoea. Old- 
standing burns are also visible. 


cools it exerts suction on the patient’s skin. When combined with scarifica- 
tion, bleeding is produced and this is known as ‘wet’ cupping. 

Tattooing.—Palpable tumours are sometimes surrounded by a tattooed 
ring, as if to prevent any further enlargement. A lipoma of the neck was seen 
treated in this way. Occasionally a small patch of skin is tattooed for some 
supposed underlying lesion. 

Binding with wires and threads.—In certain circumstances parts of the 
body are encircled with wires, bands and threads of various colours. This is 
done for several conditions, including rheumatism, fractures, and persistent 
enteric disorders. 

As an instance of this, a woman of 65 had fallen and injured her right forearm two 
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days previously; on examination there was an obvious fracture and the arm was 
encircled at the fracture site by a piece of blue wool. 

Another case presented a much more serious state of affairs, because the child 
concerned nearly died as the result of a so-called folk cure. A woman presented a 
child of three whom she stated was vomiting severely and had much swelling of the 
legs. Previously, she said, the child had had diarrhoea but as the result of treatment 
prescribed by her uncle, this had now stopped! The child was extremely ill and on 
examination it was seen that a cloth band had been very tightly knotted round the 
child’s abdomen below the ribs, sufficient to cause intestinal obstruction. The legs 
and trunk below the constriction were grossly oedematous. 

In another case a thin copper wire had been used to encircle the abdomen but in 
this instance there was no constriction. 

Amulets.—Beads are widely employed and are hung around various parts 
of the body to produce some specific effect. The colour is often significant, 
for instance :- 

(1) A red bead may bé worn around the neck for any form of persistent 
haemorrhage, such as menorrhagia. 

(2) A white bead may be worn over the bosom by nursing mothers, to 
stimulate lactation (see fig. 1). 

(3) A red bead, dangling from the head-dress, is worn over an eye in cases 
of acute eye infections. 

(4) A yellow bead, suspended from the waist, is worn in the case of 
urinary infections. 

Cervical vertebrez are sometimes worn round the neck by people with 
persistent cough. The most effective are said to be human vertebrz. 

Besides the amulets worn specifically for the Evil Eye, little frogs are 
sometimes displayed for affections of the mouth and ‘magic squares’ are 
sometimes to be seen. 

MEDICAMENTS 
The following are among substances that are applied externally: 

Bread Flour 

Camel dung Olive oil 

Eggs Red peppers 

Seeds and leaves of colocynth Urine, especially for wounds 

Leban (a sour milk preparation) Coffee grounds, particularly for burns 

Henna, especially for fever, painted The juice squeezed from crushed 

over the forehead scorpions for scorpion bite 

Internal medicines do not appear to be widely used. Sage is made into a 
‘tea’ and used for certain digestive upsets. Colocynth is also used fairly 
often. Eye-drops are of many varieties, but it is universally agreed that they 
are useless unless of a bright-red colour. Mummia is apparently still used 
but I was unable to obtain any. It is a powder made from mummified 
human remains, and the most potent is held to be that from the bodies of 
pilgrims who have died on the road to Mecca. It is given according to 
certain rituals (Hanauer, 1907). 

Inhalations.—Certain substances are used for the health-giving properties 
of their scent. Some of these are burnt in the form of incense. Sometimes 
little nasal plugs are used containing certain medicaments wrapped in cloth. 
One such plug contained a mixture of mint, carnation seeds and camel dung. 
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These nose plugs are kept on a string around the wearer’s neck and inserted 
into a nostril when the patient so desires. 


DISCUSSION 

One can recognize in some of these practices the operation of Frazer’s (1922) 
laws of magic, the law of similarity (or homeeopathy) and the law of contiguity, 
in which primitive people believe. Briefly, these are first that like produces 
like (or that an effect resembles its cause), and secondly that things which 
have once been conjoined must remain for ever afterwards, even when quite 
dissevered from each other, in such a sympathetic relation that whatever is 
done to the one must similarly affect the other. Thompson (1946) discusses 
the significance of colour with regard to healing and in the case of coloured 
beads, for instance, the law of similarity is well illustrated. 

All Frazer’s work emphasizes the strange fundamental identity of folk-lore 
in all corners of the world. McLagan (1902) describes the fervent belief in 
the Evil Eye among the inhabitants of the Western Highlands of Scotland. 
Along with other remedies, salt is mentioned and coloured threads dipped in 
alum, which are hung around the neck. There is even a similarity between 
the formule uttered in Scotland and in Arabia: for instance, he quotes the 
following phrase (translated from the Gaelic) used before inspecting an 
animal: 

‘May God bless the thing my eye is regarding’. 

Among the treasures of Tutankhamen (1360 B.C.) are amulets depicting 
eyes similar to those worn today in Egypt. 

Social medicine has fully established itself as an academic discipline in its 
own right; in the measurement of human frailty it has employed the yard- 
stick of vital statistics; this is the quantitative approach. The quaint beliefs 
I have mentioned, when viewed as a whole, form a qualitative approach to 
social medicine, which cannot be ignored, for they may lead in due course 
to more understanding of man and towards the solution of his greatest 
problem—the growth of his own mind. Finally, I would enter a plea for a 
philosophy of scientific humanism in the medical care of primitive people. 
Speaking of the study of folk-lore, Sir James Frazer (1923) says:— 

‘In every branch of folk lore the student has much to learn from the poets, who 
perceive by intuition what most of us have to learn by a laborious collection of 
facts. Indeed, without some touch of poetic fancy, it is hardly possible to enter into 


the heart of the people. A frigid rationalist will knock in vain on the magic rose- 
wreathed portal of fairyland. The porter will not open to Mr. Gradgrind’. 


References 

Frazer, J. G. (1922): ‘The Golden Bough’ (Abridged edition, 1949), London, 

mp. 13, 
—— (1923): ‘Folk-lore in the Old Testament’, London, p. 291. 
Gifford, E. S. (1958): “The Evil Eye’, New York, p. 35. 
Hanauer, J. E. (1907): ‘Folk-lore of the Holy Land’, London, pp. 188, 297. 
Lane, E. W. (1836): “The Modern Egyptians’, Everyman edition, London, p. 256. 
McLagan, R. C. (1902): ‘Evil Eye in the Western Highlands’, London, pp. 116, 


144. 
Thompson, C. J. S. (1946): ‘Magic and Healing’, London, p. 161, 





CURRENT THERAPEUTICS 
CLII.—CHLOROQUINE 


By JOHN D. ARNOLD, M.D. 
Associate Professor of Medicine, University of Chicago 


It is difficult to decide who deserves credit for the discovery of chloroquine. 
It had been prepared and studied in Germany by the outbreak of the 
1939-45 War. In France and Russia, a parallel interest had developed in 
the family of 4-aminoquinolines but this interest centred on other less active 
relatives of chloroquine (Galperin, 1943). Knowing something of these 
developments, Blanchard made one of the better scientific guesses of the 
war period when he split the chloroquine moiety off mepacrine, and proposed 
this 4-aminoquinoline as an antimalarial (Berliner et al., 1948). This does 
not mean that the enzymes of man or the enzymes of his parasites are aware 
of the chemical relationship between the two drugs, even though the 
similarities in absorption, retention, distribution and excretion of chloro- 
quine and mepacrine are far greater than their differences. Regardless of 
how biologically important the structural relationship between chloroquine 
and mepacrine may be, it has stimulated most of the important medical 
applications of chloroquine. 

Not only is chloroquine a superb antimalarial but it also has had an 
extended use in many apparently unrelated problems. These have ranged 
from its pharmacological effect in cardiac arrhythmia to its anti-rheumatic 
effects in rheumatoid arthritis. After two decades of concentrated study it 
is still not clear why the drug has such remarkable properties. 


PHARMACOLOGY 

Absorption.—The active principle of chloroquine is a base or alkaloid. 
Several salts of this base are known. Absorption from the gastro-intestinal 
tract appears to depend upon the salt form of the drug. Probably no more 
than 10 per cent. of the drug is eliminated in the faeces. The phosphate and 
sulphate are highly soluble; the naphtholates are insoluble and may be more 
poorly absorbed. Since the active principle is the base, doses ought to be 
given in terms of base weight. For chloroquine phosphate the base weight is 
60 per cent. of the salt weight. 

Distribution in tissues—One of the most interesting characteristics of 
chloroquine is the selective tissue distribution in man and animals. Plasma 
contains the lowest concentration of drug followed closely by the erythro- 
cytes. Relatively massive amounts of chloroquine accumulate in the liver, 
which may have from 400 to 600 times the plasma concentration. Chloro- 
quine has been found in large amounts in the heart, lungs, kidneys and 
spleen (Berliner et al., 1948). With continued administration most tissue 
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concentrations increase. The removal of chloroquine accumulated in the 
tissues is very slow, and some weeks may be required for elimination of the 
drug. This slow elimination makes chloroquine a useful suppressive agent in 
malaria, but may be of serious consequences in patients who have toxic 
reactions to the drug. 

Degradation and excretion—There is no doubt that chloroquine is 
degraded in part by de-ethylation, with the formation of secondary amines. 
It is not clear, however, whether chloroquine or its metabolic derivatives 
are chiefly responsible for the pharmacological and/or toxic effects of 
chloroquine. In man at equilibrium with his ingested chloroquine, the 
urinary excretion accounts for about 10 to 25 per cent. of the oral dose. This 
can be made to vary by the concurrent administration of alkali or acid. An 
acid urine will promote the elimination of the drug; an alkaline urine sup- 
presses the elimination. Usually all but 25 per cent. of the administered dose 
is degraded in some fashion. 

A number of clinical enigmas have occurred with chloroquine. In certain 
individuals chloroquine can provoke an acute porphyria (Davis and Van der 
Ploeg, 1957), whilst other observers have seen porphyria cutanea tarda 
disappear with chloroquine (London, 1957). Lichen planus was one of the 
earliest dermatological complications observed with chloroquine; more 
recently, lichen planus has been treated with apparent success with 
chloroquine (Ayres and Ayres, 1955). One explanation for these differ- 
ences is that chloroquine is metabolized differently in some individuals. 
Good evidence to this point was seen in a patient with malaria observed by 
Coggeshall (1960), in whom no antimalarial response to intramuscular 
chloroquine was ever obtained. 

TOXICITY 
Chloroquine has relatively little toxicity in the doses used for malaria. These 
doses range from 250 mg. of base once or twice a week for chronic suppres- 
sion to 1.§ g. of base given over a three-day period for treatment of an acute 
attack. For the treatment of rheumatoid arthritis doses as high as 500 mg. of 
base per day have been used for an extended period. 

One of the earliest signs of toxicity in man is nausea and vomiting with 
weight loss. Patients may also complain of nervousness, but this is rare. Some 
patients on higher doses feel ‘seasick’. These reactions are all reversible and 
rarely incapacitate the patient. 

One of the more disturbing reactions has been the development of corneal 
opacities and corneal cedema, on larger doses. The patient may complain of 
blurred vision or the appearance of haloes. Examination with the slit lamp 
usually reveals opacities of the subepithelial layers or of Bowman’s zone. 
Chloroquine has been reported to produce retinal and macular damage with 
various-sized field defects, of a type similar to that seen in retinitis pig- 
mentosa. This has been attributed to a vascular effect produced by the drug. 
So far as is known, these retinal changes are irreversible (Hobbs et al., 1959). 

In addition to the ocular changes, which may be serious, a skin reaction 
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characteristic of lichen planus occasionally appears. Chloroquine has also 
been responsible for exfoliative dermatitis, and in blond people, bleaching 
of the hair, either partial or complete, has been observed. 

Substantial overdose by chloroquine for suicidal intent or by accident, 
especially in children, has caused death, apparently by respiratory arrest 
and shock. 

Remarkably little has been observed on post-mortem examination of 
tissues of either animals or man. The pancreas may show accumulation of 
secretory granules, and the spleen may show enlargement of germinal 
centres, but most tissues have non-specific changes after a lethal dose 
of chloroquine. 

Since chloroquine has been given to increasing numbers of people with a 
wide variety of diseases, it is not surprising that many reactions are observed 
during its administration. It is difficult to separate the role played by chloro- 
quine from the role of the disease in these cases. Hemorrhage, purpura, 
anzmia, vasculitis, and porphyria have all been reported as rare toxic 
reactions to chloroquine, but almost always this occurs in patients with a 
systemic non-parasitic disease. In psoriasis, chloroquine apparently has an 
unfavourable effect (Witten and Sulzberger, 1956). 


MALARIA 
To understand the potentials as well as the limitations of chloroquine as an 
antimalarial, it is necessary to discuss it in the framework of certain aspects 
of the biology of malaria. Human malaria can be divided into two main 
types : (1) those in which a persisting tissue phase is known, such as P. vivax, 
P. malariz and probably P. ovale; (2) those in which a persisting tissue 
phase does not appear, such as P. falciparum and all blood transfusion 
malarial infections. 

With only rare exceptions, it can be said that chloroquine (and its con- 
geners) will completely destroy the erythrocytic forms of all types of malaria. 
Despite the high tissue concentration achieved by chloroquine, there is no 
evidence that it has any effect on the tissue forms of relapsing malaria. This 
makes chloroquine inadequate for definitive cure of relapsing malarias. It 
is only of value in suppression of relapsing malaria, or clinical cure as 
opposed to radical cure. Chloroquine is gametocyticidal in P. vivax but the 
gametocyticidal effect occasionally attributed to it in P. falciparum is due to 
the destruction of the asexual gametocyte precursors. At any rate, gameto- 
cytes do disappear eventually in most chloroquine treated non-relapsing 
cases of malaria (Jeffery, 1958). 

A most interesting development in the control of malaria has been the 
combination of chloroquine with pyrimethamine, a drug highly effective in 
blocking mosquito transmission, but slow to act against asexual forms. 

Suppressive effects.—For field use chloroquine as a suppressive agent has 
many advantages. It is first of all highly effective against the blood forms of 
all malarias and, if present in adequate blood concentration, will prevent the 
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signs and symptoms of malaria. The second property of great interest is the 
long persistence of the drug in tissues and plasma. The drug may be given 
only once weekly, depending upon the blood level necessary for effective 
action. The third important characteristic of chloroquine is its relatively 
low toxicity at antimalarial dosage regimens. It is difficult to calculate the 
exact number of people given chloroquine in these doses, but its use must 
have involved millions of people. When given in doses needed for effective 
antimalarial therapy, it only rarely produces toxic reactions (except in 
infants and young children). 

An interesting method of administration has been proposed recently for 
chronic suppression in malaria endemic zones. This method, apparently 
first put forward by Pinotti, incorporates chloroquine in salt much as iodine 
is incorporated in salt for control of endemic goitre. Unfortunately, the 
taste of the soluble chloroquine salts is quite bitter and unpleasant. The 
more palatable salts are much less soluble and have been shown to have a 
less certain effect in controlling malaria (Clyde and Shute, 1958). In 
addition, the urine chlorides of a population must be determined before the 
chloroquinized salt can safely be employed in an endemic area. 

A number of metabolic effects have been attributed to chloroquine though 
it is far from clear how chloroquine acts in malaria, One of the earliest sug- 
gestions was made by Geiman (1948) from in vitro studies. He found that 
chloroquine inhibited the glucose and lactate utilization by malaria para- 
sites. Glucose apparently is an important metabolic substrate for certain 
plasmodia which utilize 25 to 75 times more glucose than the normal red 
cell, so that interruption of this metabolic pathway in the parasite may be 
very critical. 

PARASITIC DISEASES 

Amebiasis.—Shortly after chloroquine became well established as an anti- 
malarial, it was studied for its effect on hepatic ameebiasis. The rationale for 
this appears to have been the relatively selective accumulation of chloro- 
quine in the liver (Conan, 1948). Since then a succession of reports has 
presented abundant evidence of the clinical response of patients with 
ameebic hepatitis to chloroquine. A popular form of treatment requires a 
loading dose of 1 g. base and then 250 mg. base daily for a month. 

Although there is little argument about the anti-ameebic effect of chloro- 
quine in the liver, there has been some concern over the relative effectiveness 
of chloroquine compared with other ameebicides, such as emetine (which is 
more toxic). It would appear now that chloroquine is a very effective drug 
but that a somewhat higher relapse rate will follow its use than follows the 
use of emetine (Wilmot et al., 1958). Chloroquine has not been successful 
in the control of ameebic dysentery. 

Other parasitic diseases —A number of other parasitic diseases have been 
treated with chloroquine with limited success. Of these, a modest effect on 
the liver flukes is probably the most important (Sadun et al., 1955). 

It is surprising to review the entire list of diseases in which chloroquine 
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has been proposed as an effective therapy. These have ranged from the 
nephrotic syndrome of glomerulonephritis to diabetes mellitus, systemic 
lupus erythematosus, rheumatoid arthritis, leprosy, the collagen diseases and 
infectious mononucleosis. The certainty that prevails about the antimalarial 
effect of chloroquine is not in evidence in an analysis of the value of chloro- 
quine in improving the status of patients with non-plasmodial disease. 


DISEASES OF THE SKIN 

Discoid lupus erythematosus and polymorphous light eruptions.—A chance, a 
careful observation, and the known tendency of mepacrine to discolour skin, 
led to the first use of mepacrine in discoid lupus erythematosus (Prokopt- 
chouk, 1940). It was not long after the last war that interest in chloroquine as 
an antimalarial was followed by the first successful trials of chloroquine in 
discoid lupus erythematosus. This early interest was unrelated to the use of 
pamaquin, an 8-aminoquinoline, in systemic lupus erythematosus in 1928 
(Martenstein, 1928). It is rare that doses in excess of 250 mg. of base per day 
are indicated for discoid lupus on a long-term basis. 

There is the further interesting effect of chloroquine in protecting patients 
from polymorphous light eruptions (Cahn et al., 1956). Chloroquine was 
once thought to filter out the critical wave-lengths of sunlight but a careful 
examination of pieces of skin of volunteers taking chloroquine did not show 
any apparent light absorption by chloroquine (Shaffer et al., 1958). Its mode 
of action is still uncertain. 


SYSTEMIC RHEUMATIC DISEASES 
These conditions, sometimes called collagen diseases, are properly con- 
sidered together if for no other reason than the fact that they have all been 
treated with chloroquine with varying degrees of success. 

Rheumatoid arthritis.—Once again the stimulus for looking at chloroquine 
in rheumatoid arthritis comes from its relationship to the antimalarials. 
Solely by chance, during a systematic study of antimalarials, several patients 
with severe rheumatoid spondylitis were found to respond to primaquine, a 
quinoline compound with certain structural resemblances to chloroquine 
(Brennecke et al., 1951). It was not long before a number of investigators 
began reporting on the action of chloroquine in rheumatoid arthritis 
(Bagnall, 1957). It seems fair to summarize the experience with chloroquine 
in rheumatoid arthritis as being moderately encouraging. In mild to 
moderately severe cases, a majority will show clinical improvement. Accord- 
ing to Young (1959), the progression of x-ray changes and certain laboratory 
findings in patients taking chloroquine, compare favourably with these same 
changes in patients taking aspirin, cortisone, and phenylbutazone. 

There are several points to note in considering chloroquine therapy for 
rheumatoid arthritis. One of these is the slow response to treatment. Some 
authors find that a favourable result may not be apparent for many months. 
This is far different from the speed of response seen with adrenal steroids. 
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Unlike the adrenal steroids there does not seem to be a fading away of the 
effect of chloroquine after many months of use. There is also a dosage 
problem with rheumatoid arthritis. The relative lack of toxicity to chloro- 
quine in man with antimalarial doses, has led some investigators to use very 
high doses in rheumatoid arthritis. Some patients have been given as much 
as 3,500 mg. of base weekly for a number of weeks. Whilst these higher doses 
may show a more favourable effect on the course of the disease they are also 
more toxic. The most recently involved joints and the disease of shortest 
duration show the best response. In spite of its limitations, however, chloro- 
quine is undoubtedly of real use today in treating rheumatoid arthritis. 

Systemic lupus erythematosus.—The relatively great success of chloroquine 
in treating discoid lupus erythematosus, and its somewhat limited success as 
an anti-rheumatoid drug, would naturally suggest its use in systemic lupus. 
It is interesting that the use of antimalarials in systemic lupus was actually 
suggested late in the nineteenth century (Payne, 1894), and that an 8-amino- 
quinoline, pamaquin, was used in 1928 for systemic lupus (Martenstein). 

Chloroquine has a much less dramatic effect than it has in other diseases, 
as, for example, malaria. Many problems plague the evaluation of chloro- 
quine in systemic lupus. Probably the most troublesome problem is the 
natural variation in the disease itself, which makes it very difficult to estab- 
lish a proper control for any drug. Despite these difficulties, it is probable 
that chloroquine has a limited value in systemic lupus erythematosus, but 
it is far from challenging the adrenal steroids in general effectiveness. As 
with rheumatoid arthritis, mild and recent cases of lupus respond best to 
chloroquine. The development of serious steroid side-effects is an indication 
for the replacement of adrenal steroids by chloroquine, at least on a trial basis. 

The mechanism of action of chloroquine is uncertain. Mepacrine and 
chloroquine have both been shown to combine with nucleoproteins and both 
will interfere with DNA protein binding by lupus serum. 

There seems to be a special hazard in the use of chloroquine in systemic 
lupus. Some of the rarer complications of chloroquine, such as hemorrhage, 
purpura and leucopenia, have been reported in patients with lupus, and 
gastro-intestinal distress is more pronounced than in patients with other 
diseases. An exacerbation of the lupus syndrome may also occur with 
chloroquine. This lends a note of caution to the indiscriminate use of 
chloroquine in patients with any evidence of a systemic connective tissue 
disease. 

OTHER CONDITIONS 
The number of favourable brief reports on the action of chloroquine in an 
increasing number of diseases is an indication at least of the remarkable 
status the drug enjoys. Part of this is due to its pre-eminence as an anti- 
malarial, and part is probably due to its unusual pattern of tissue localization. 
Chloroquine has been used to treat many patients by chance, and the prob- 
lem for the reviewer is made difficult by the natural behaviour of many of 
the diseases thought responsive to chloroquine. Most of these have an 
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unpredictable natural course. Chronic glomerulonephritis, polyarteritis 
nodosa, leprosy, and infectious mononucleosis have all been reported as 
responsive to chloroquine. It is impossible to evaluate these results fairly at 
the present. ‘T'wo other effects of chloroquine are of some interest but have 
not had extensive clinical application. One is the effect of chloroquine on 
atrial fibrillation and reaffirms the relationship of chloroquine to the 
quinidine and quinine group of drugs (Hess and Schmidt, 1959). 

The other is on the sludging of the blood. Apparently this, too, is a general 
property of antimalarials. A practical application of this has not been re- 
ported (Madow, 1960). 


SUMMARY 
After the 1939-45 War chloroquine became the single most effective agent 
for treating acute malaria. Despite some interesting competitors it still 
remains the most effective and very probably the most useful suppressive 
antimalarial. 

It has also received wide acceptance in the treatment of other diseases, 
notably discoid lupus erythematosus, rheumatoid arthritis, actinic der- 
matoses and ameebiasis. The larger doses and longer term of treatment 
employed for these conditions have brought forth more toxic reactions than 
are seen in malaria and somewhat limit its value. 

Several congeners (amodiaquine, hydroxychloroquine and propoquine) 
may be slightly less toxic at high dosages but sufficient comparative studies 
have not been performed to evaluate their therapeutic effectiveness. 
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CALLING THE LABORATORY 
IX.—_EXAMINATION OF THE STOOLS 


By H. M. RICE, M.D. 
Director, Department of Pathology, General Hospital, Nottingham 


LABORATORY examination of the faces is most commonly requested for the 
investigation of diarrhoea, food-poisoning, and worm infestation; and to test 
for occult blood in the stools. Chemical tests for hepatic and pancreatic 
function (e.g. jaundice, increased excretion of urobilinogen, steatorrhora) are 
sometimes requested and are often helpful. Early microbiological examina- 
tion of all cases of diarrhea and food-poisoning helps greatly in limiting the 
spread of these conditions. 


INFORMATION AND MATERIAL REQUIRED 
Information.—In the first place the specimen must be identified by writing 
the patient’s name on the container. Then, the laboratory request form 
(supplies are obtainable from all laboratories, on request) should be com- 
pleted with all the data asked for. The patient’s full name should be given: 
i.e. all Christian names or initials. To the doctor concerned ‘Mrs. Smith’ 
may be an individual: to the laboratory she may be one of several hundred 
Smiths, which makes records hard to find in the future, and impossible to 
identify. The age is often important; a brief outline of the clinical condition, 
together with any treatment given, is essential. A history of residence 
abroad may often be important. Without such information the pathologist 
may be unable to decide what laboratory procedures are indicated: and we 
all dislike intensely being used as ‘penny-in-the-slot machines’. As patients 
of non-European stock are more liable to harbour intestinal parasites than 
Europeans, the race of such persons should always be stated. Indians and 
Pakistanis, as well as West Indians, often harbour helminths. 

Material.—All laboratories, whether in the Hospital or the Public Health 
Laboratory Service, issue suitable screw-topped glass containers, each with 
a manipulator such as an ice-cream spoon in it, and all that need be done is 
to give the patient a container, tell him or her to pass a specimen, free from 
urine, into a clean chamber-pot or on to numerous layers of paper in the 
lavatory pan, and then place a sample of the specimen in the bottle, screw 
the cap on tight, put his name on it, and get someone to take it round to the 
laboratory without delay (the specimen should always be examined fresh). 
If ameebic dysentery is suspected, the patient should attend the laboratory. 
An ample specimen should be sent, but it is not necessary to fill a universal 
container! Approximately a teaspoonful of either liquid or solid specimens 
is adequate. Liquid specimens should never be sent in waxed cartons, issued 
by some laboratories. Any blood or mucus should be included in the 
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specimen. Specimens should not be sent by post, as the delay is often fatal 
to pathogenic organisms, most of which are delicate and easily killed by 
adverse conditions. 

The practitioner may sometimes deem it advisable to take a rectal swab 
from a child, rather than to try to obtain a specimen of faces. To be satis- 
factory from the laboratory’s point of view, such swabs must be taken from 
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Taste I.—Main causes of diarrhcea and methods of detection. 


the rectum itself and not just the anal canal. Most pathologists agree that 
rectal swabs are a snare and a delusion and often yield negative cultures 
which may be misleading. Specimens of faces are greatly to be preferred. 


DIARKH@A 
As diarrhea is so often the indication for ‘calling the laboratory’ for an 
investigation of the stools, it will be useful at this stage to summarize the 
main causes (table I). 





CALLING THE LABORATORY 363 


LABORATORY PROCEDURES 

Cultural.—aAll specimens are cultured on selective (solid) and in enrichment 
(liquid) media. As selective media may suppress certain organisms, routine 
cultures are also made, in most laboratories, on a general-purpose medium 
which will sometimes give an earlier result than the more specialized media. 
But cultural results inevitably take time and the result cannot be expected 
until the following day at the earliest. The full identification of organisms 
depends upon biochemical and serological tests. If organisms are in non- 
specific phases, serological results may take several days. 

Direct examination yields macroscopic evidence of the presence of melzna, 
fresh blood, mucus and worms. Microscopic examination of a saline emul- 
sion of the specimen detects the presence of blood and pus (often diagnostic 
in an outbreak of bacillary dysentery and characteristic in such conditions 
as ulcerative colitis); amabz, both vegetative forms and cysts; flagellates 
(giardia); ova of intestinal worms (common in coloured immigrants, who 
may harbour hookworm, roundworm, tapeworm and whipworm). Thread- 
worms are not uncommon in children of all races: the ova are found on the 
perianal skin in the morning and are readily detected by applying the sticky 
side of cellulose tape to the skin, sticking it on a slide and examining under 
the microscope. Various special stains may be used to demonstrate the de- 
tails of, for example, cysts. 

Microscopy also shows the presence of undigested meat-fibres (pancreatic 
dysfunction), excess fat-globules and crystals or soaps, indicating the 
advisability of chemical examination. 


INTERPRETATION OF BACTERIOLOGICAL FINDINGS 
Whilst the immediate value of a positive finding, such as the isolation of 
Sh. sonnei from a case of diarrhoea, is generally evident, it must be stressed 
that negative reports, particularly on a single specimen, do not exclude 
infection or other pathological states. The techniques used in laboratories 
necessarily sample very small portions of a small portion of a stool. It must 
be remembered, too, that the excretion of pathogenic organisms or of 
parasitic ameebz, cysts or ova is often intermittent. Stools should therefore 
be examined in threes—i.e. from three consecutive days or bowel-actions— 
before conclusions are drawn from negative results. This is true of tests 
for occult blood as well as for bacteriology or parasitology. 

After the clinical recovery of a salmonella or shigella infection, tests of 
cure should be performed before it is assumed that the patient is no longer 
dangerous to himself or others. ‘Tests should be made on three consecutive 
days for three weeks. Not infrequently carriers are discovered among 
persons who give no history of any physical upset, as well as among the 
convalescent. It is therefore essential to test all contacts when investigating 
a case of gastro-intestinal infection. Cases of typhoid fever, fortunately now 
rare, merit special attention because of their dangerous nature. It is always 
best to err on the side of caution, either in presumptive diagnosis or in 
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declaring convalescent cases and carriers free from infection. The local 
bacteriologist’s advice should be sought. Pathologists and bacteriologists are 
always ready to advise or assist in any way they can, and welcome the 
approach of the practitioner concerned. 


OCCULT BLOOD 
The various methods of detecting occult blood in the stools all have their 
strong protagonists and it is advisable to consult the pathologist about the 
interpretation of the results from his laboratory. 

All tests detect hemoglobin. The classical ones employ guaiacum (which 
is too insensitive) and benzidine. In liquid form, the benzidine test is 
hypersensitive and a blue colour may be falsely given by, for example, dirty 
test-tubes, so that great attention to technical detail is essential. It is cer- 
tainly not a suitable test for side-room or surgery use. Many laboratories use 
Gregersen’s modification of the benzidine test, with the powdered reagents 
dissolved in glacial acetic acid and applied to a smear of the stool on a white 
tile: this test is very satisfactory and does not necessitate a rigid meat-free 
diet beforehand. Occult blood may also be detected satisfactorily by ortho- 
tolidine. Proprietary preparations which are convenient to use are available. 
As benzidine is gradually going out of use, the orthotolidine test is becoming 
more and more widely employed. 

As a general guide, with all tests a strong positive indicates occult blood, 
whilst a weak positive is an indication to repeat the test after three days on 
a meat-free diet. It is a waste of time to test a black, tarry melzna stool, but 
dark stools can also be caused by the ingestion of iron and of spinach, which 
do not affect the tests, if properly performed. 


FAECAL FAT 

It used to be accepted that, in adults, not more than one-quarter of the 
weight of the dried stool should be fat, and of that quarter not more than 
one-quarter should be unsplit. For children it was one-sixth and one-sixth 
respectively. It is now recognized, however, that fat absorption and splitting 
may vary considerably from day to day and as a rule there is little significance 
in determining the split/unsplit ratio. 

The present requirement is the daily total excretion of fat, determined on 
a pooled three-day (better, five-day) specimen. Not more than 6 g. per day 
of fat should be excreted in the feces. Steatorrhcea occurs in some cases of 
pancreatic disease, when deficiency in lipase causes an increase in both total 
and unsplit fat. It also occurs in sprue, coeliac disease and adult idiopathic 
steatorrhcea and sometimes in obstructive jaundice. In these cases splitting 
occurs normally. The accurate determination of fat utilization and excretion 
requires a fat-balance test. 





REVISION CORNER 
DIPLOPIA 


Dip.opia, or double vision, is a familiar presenting complaint in medical 
practice which often, but not always, means disease of the nervous system. 
In the great majority of cases it is a binocular affair, which only happens 
when both eyes are open, and promptly disappears when one or other eye 
is shut. Monocular diplopia, however, may be met occasionally: it may be 
due to certain ophthalmic conditions, such as partial dislocation of the lens, 
to incipient cataract, or to astigmatism, any of which can exert a prismatic 
effect on light rays entering the globe of the eye, and so produce a double 
retinal image. Or more often it is a misinterpretation, or misnaming, of 
sensory data in patients of relatively low intelligence who have genuine 
binocular diplopia, from which they derive a fixed carry-over of experience; 
people of this type sometimes also refer to diplopia as ‘seeing three or four 
of things’, and cannot be shaken in their conviction. Finally, monocular 
double vision may rarely be a hysterical symptom. 

As to the classification of causes of ordinary, or binocular, diplopia, these 
may be considered under several headings. First, it may arise from orbital 
lesions which affect ocular movements simply by disturbing their mechanics. 
Second, from primary myogenic disorders of the external ocular muscles. 
Third, from neurogenic weakness or paralysis of muscles due to damage to 
their nerve supply at any point between the orbit and the brain-stem. 
And fourth, from derangement of control of ocular mechanisms within the 


central nervous system. 


ORBITAL DIPLOPIA 

Anything which sufficiently displaces the globe of the eye in the orbit can 
give rise to double vision. In such cases recognition that proptosis is the 
cause is easy enough, but the differentiation of the lesion responsible for 
the protrusion may be much harder, particularly when it is unilateral. 
Possible diagnoses include orbital neoplasm, either of bone or soft tissues, 
sometimes metastatic rather than primary, chronic non-suppurative granu- 
loma, and so-called thyrotropic exophthalmos which is really better termed 
endocrine since its development seems to depend upon a complex of 
pituitary, adrenal, and possibly thyroid hormonal factors. The violent 
bilateral protrusion of the eyes which characterizes exophthalmic ophthal- 
moplegia is a well-known, but rare, cause of diplopia, due to great swelling 
of orbital muscles and fat, again from complicated and presumably intense 
hormonal stimulation. The exophthalmos of hyperthoidism is usually bi- 
lateral, though its degree is often asymmetrical, and it is seldom sufficient to 
produce double vision in its own right. The latter may be present, however, 
if there is an associated thyrotoxic ocular myasthenia, and such cases can be 
puzzling if the usual symptoms that go with thyroid overactivity are lacking. 
September 1960. Vol. 185 (365) 
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MYOGENIC DIPLOPIA 

In this group, myasthenia gravis is the commonest cause; diplopia worse 
with fatigue as the day goes by, accompanied by obvious and variable 
bilateral squint, and ptosis is often an early symptom. It is an occasional 
paradox that myasthenic symptoms can be troublesome on first waking in 
the morning, for half-an-hour or so. In some instances myasthenia may 
be restricted to the ocular muscles for a number of years before spreading 
to the limbs or bulbar musculature. Usually the appearance of the eyes will 
suggest the diagnosis, for there is no regularity of the paresis or palsy to 
imply individual nerve defects or of conjugate gaze (or the presence of 
nystagmus) to predicate brain-stem dysfunction, and a test dose of intra- 
muscular prostigmine, or ‘tensilon’ intravenously, will confirm it by quickly 
returning eye movements to normal. In a small proportion, however, 
there may be no improvement with these drugs, and though this does not 
necessarily exclude myasthenia—since some myasthenics with generalized 
weakness may show persistent ophthalmoplegia even when their other 
symptoms are relieved more or less completely by prostigmine and its 
analogues—it is likely to raise thoughts of some type of rare localized 
myopathy as an alternative. 

Incidentally, it should be noted that congenital squints, which might 
be thought likely to cause severe double vision, do not do so because the 
child learns from an early age to suppress the vision of the non-dominant 
eye. A ‘lazy’ eye with poor acuity usually results, although some people 
retain good vision and have the power of fixing with either eye at will. 
Minor degrees of congenital ocular muscle imbalance (latent squint or 
heterophoria) commonly lead to general symptoms of eyestrain, such as local 
aching and frontal head pain, rather than to double vision. 


PERIPHERAL NEUROGENIC DIPLOPIA 
The external ocular muscles are supplied by the third (oculomotor), fourth 
(trochlear) and sixth (abducent) nerves. 


The third nerve emerges from the ventral aspect of the midbrain in the inter- 
peduncular fossa, and, running forwards, immediately crosses dorsal to the superior 
cerebellar artery; it then passes ventral to the beginning of the posterior cerebral 
artery, after which it lies lateral to the posterior communicating artery. It penetrates 
the dura of the lateral wall of the cavernous sinus, leaving the latter anteriorly to 
enter the orbit through the superior orbital fissure, there branching to supply the 
superior, inferior and internal recti, the inferior oblique, the levator palpebre 
superioris, and the sphincter pupillz. 

The fourth nerve follows a more complicated course. It appears from the dorsal 
aspect of the brain-stem just behind the inferior colliculus, and runs forwards and 
downwards to cross the cerebral peduncle and pierce the dura of the free edge of the 
tentorium. It then passes through the cavernous sinus, lying close to its lateral wall 
and below the third nerve, to the orbit to supply the superior oblique. 

The sixth nerve has a long course from its emergence on the ventral surface of 
the pons at its lower border, passing upwards and then sharply forwards over the 
apex of the petrous bone to enter the cavernous sinus, and ends in the orbit by 
supplying the external rectus. 


These nerves are quite often damaged on their peripheral path by a 
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variety of intracranial disease processes, but before considering their nature 
it is appropriate to say something about the practical assessment of diplopia. 


THE ASSESSMENT OF DIPLOPIA 
There are two main ways of telling which muscle or muscles are affected 
and so causing diplopia: one by deducing the answer from the patient’s 
account of his subjective experiences, and the other by observation of the 
actual range of eye movements. Both demand knowledge of the actions of 
the external ocular muscles. 

The external rectus is a pure abductor, and the internal rectus a pure adductor 
of the eye; the superior rectus and inferior oblique are respectively upward and 
inward, and upward and outward rotators. Direct upward gaze is therefore a 
composite of their actions. Similarly, the inferior rectus and superior oblique turn 
the eye down and in, and down and out, respectively, and plain downward gaze is 
produced by a balance of their forces. 

Starting with this information, the first method makes use of the site of 
projection of the false image (established by questioning the patient about 
the direction of gaze in which double vision occurs, about the degree of 
separation of the two images, their relative planes, and angle of inclination 
to one another) to give the clue. In its simplest form the examiner uses his 
finger or a pencil held up in various parts of the visual field as the test 
object, but the method can be improved on with red and green spectacles, 
so that the images of the two eyes are differently coloured, with a linear 
source of light exposed in a dark room. It is made more sophisticated still 
by the charting technique of Hess, which has the added advantage of giving 
a graphic record that is also quantitative. 

The analysis of diplopia based on these tests, however, can be difficult for 
the non-specialist, and the second line of investigation which relies on 
visible fault in ocular movement is far easier for everyday practice, and 
often quite enough for accurate diagnosis. ‘The examiner may first test 
with both eyes open, starting with lateral movement, by asking the patient 
to fix his gaze on a small object held first to one side of him, and then to 
the other, at a range of 2} to 3 feet (70 to go cm.). Upward and downward 
movement can then be tested, and likewise lateral gaze above and below the 
horizontal meridian to either side. Defective movement will be seen as an 
inequality of range on the two sides, which results in the optic axes not 
being parallel in certain directions of gaze (i.e. in the appearance of a 
squint). At the same time the presence or absence of diplopia in various 
directions can be noted as an ancillary guide, though very detailed inquiry 
need not be made, and it should be discovered whether there is diplopia 
looking straight ahead, either at near or far objects. It is often also useful 
to ask the patient to follow the test object with his eyes while it is slowly 
and steadily circled in front of him. Having completed the binocular tests, 
the range of movement of each eye individually can be then re-examined 
with the other covered. It is, of course, important also to look for squint 
with the eyes in the position of rest, to examine the palpebral fissures for 
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signs of ptosis, to test the pupillary reactions and inspect their size and 
shape, and to test ocular convergence. 


TYPICAL PARALYTIC SYNDROMES 

As the proper interpretation of observed weakness depends on recollection 
of the normal directional actions of the external muscles, and their individual 
nerve supply, facts which may slip the mind unless they are rehearsed by 
frequent practice, it is undoubtedly easier to recall typical paralytic syn- 
dromes empirically. These can be outlined as follows. Third nerve palsy, 
if it is complete, is characterized by closure of the eye from ptosis, and when 
the lid is lifted passively, it will be seen that there is a fixed divergent squint 
from deviation of the eye towards the outer canthus under the unopposed 
pull of the external rectus muscle, and, though it is seldom obviously rotated 
downwards by the unopposed superior oblique, slight voluntary movement 
in this direction is possible; the pupil is widely dilated and unreactive 
because of paralysis of the pupillary sphincter muscle. In incomplete 
paralysis, the pupil may sometimes appear not much, if at all, widened, 
even though eye movements are quite grossly deficient and ptosis marked, 
and in light grades of paresis, as well as the pupil being normal, ocular 
muscle action may seem well preserved, the only abnormal sign being slight 
ptosis. 


This slight ptosis should not be confused with the mild eyelid droop met in 
Horner’s syndrome of cervical sympathetic paralysis. Ptosis in the latter is due to 
denervation of involuntary muscle in the upper lid, and can be distinguished by 
pupillary constriction (without loss of light or convergence reaction) which in- 
variably accompanies it, and by ipsilateral deficiency of facial sweating, both of 
which are also autonomic in origin. 

Total sixth nerve palsy commonly causes convergent squint, from in- 
turning of the eye towards the nose by the internal rectus, and, though this 
will relax when the patient tries to abduct his eye, the eye does not turn 
out beyond the midline. The range of eye movement in other directions is 
normal. Incomplete palsy is shown by a variable degree of failure of abduc- 
tion, ranging upwards from inability to reach fully to the outer canthus. 

Paralysis of the fourth nerve alone is met less often than third or sixth, 
and is always less immediately striking, for it is only apparent as loss of 
movement in downward and outward gaze, a position in which the eye is 
naturally partly hidden from the observer by the eyelid. If all three nerves 
are paralysed together, total ophthalmoplegia (with the eye in neutral 
position) results, with ptosis and dilated pupil. 


CAUSES OF PERIPHERAL NEUROGENIC DIPLOPIA 
As to the causes of third, fourth and sixth nerve damage, lesions in the 
middle fossa are the most prolific. Intra-cavernous aneurysms of the internal 
carotid artery may affect all three nerves together, or may single one out. 
The third nerve alone may be affected by supra-cavernous aneurysms of the 
terminal portion of the artery which extend backwards and downwards to 
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impinge on it at the site of its entry to the sinus posteriorly. The same nerve 
may be damaged a little more proximally in its course by aneurysms of the 
posterior communicating artery. It is a characteristic of cavernous sinus 
thrombosis (now fortunately rare) that all three nerves should be injured, 
and one or more may be compressed by lateral extensions into the cavernous 
sinus of pituitary adenomas. They may be involved by medially placed 
meningiomas arising from the floor of the middle fossa, some of which are 
of plaque type rather than nodular, or occasionally by nasopharyngeal 
growths which invade the middle fossa from below. They can be contused 
by skull trauma which fractures the posterior wall of the orbit, and paralysis 
of the third nerve (likely to be shown only by dilated and fixed pupil, 
because the patient is unconscious) from its displacement at tentorial level, 
accompanied by ipsilateral hemiplegia and rapidly deepening coma, is a 
sign of tremendous importance in the diagnosis of extradural haematoma. 
It implies the onset of acute pressure coning, and, though the condition is 
remediable if the torn middle meningeal artery is clipped and the clot 
evacuated immediately, the relative frequency of deaths suggests that the 
syndrome is not as familiar as it should be to practitioners generally. 

A mild grade of third nerve weakness from chronic partial tentorial 
pressure cone is occasionally seen in the late stages of cerebral hemisphere 
neoplasm, but a commoncr sign associated with brain tumour is sixth 
nerve palsy, which may be bilateral. Its mechanism of production has never 
been explained with certainty, though the notion that the nerve is com- 
pressed or stretched on its course in front of the pons is usually accepted. 
Paralysis of third, fourth or sixth nerve is a well-known feature of basal 
meningitis, particularly from meningovascular syphilis or tuberculosis. 
These nerves may also occasionally be damaged (by intraneural granulomas) 
in the uveoparotid type of sarcoidosis, and very rarely lesion of them is a 
symptom of diabetic neuropathy, caused by shut-down of nutrient arteries. 
As an exceptional rarity, there may be sixth or other ocular nerve paralysis 
in acute infectious polyneuritis, or less uncommonly in diphtheritic poly- 
neuritis. 

CENTRAL NEUROGENIC DIPLOPIA 
Double vision of central neurogenic origin arises from damage to mechan- 
isms of ocular control in the brain-stem: that is, to the nuclei of the third, 
fourth and sixth nerves, their immediate interconnexions of which little 
is known, and to the oculo-vestibular relays which traverse the posterior 
longitudinal fasciculus. 

Anatomically the third nerve nucleus lies beneath the floor of the aqueduct at 

superior collicular level; its fibres run ventrally, penetrating the red nucleus, and 
then lying close to the cerebral peduncle before emerging into the interpeduncular 
fossa. 
These relationships explain the syndromes of Benedikt and of Weber 
(namely, third nerve paralysis and contralateral tremor, and third nerve 
paralysis with contralateral hemiplegia), which are, however, clinical 
rarities. 
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The fourth nerve nucleus occupies a comparable position beneath the aqueduct 
at the level of the inferior colliculus. Its fibres sweep dorsally to pass across the 
midline and appear on the opposite side behind the inferior colliculus. The sixth 
nerve nucleus lies in line with the third and fourth at lower pontine level, under 
the floor of the fourth ventricle, with fibres of the seventh nerve looping round it, 
and its own fibres coursing ventrally, to pass close to the bundles of the pyramidal 
tract. 

This course explains Millard-Gubler’s syndrome of external rectus palsy, 


with or without lower motor neurone facial palsy, and contralateral supra- 
nuclear paralysis of arm, leg, tongue and throat. 

Isolated lesions of the third, fourth or sixth nucleus may occur, to produce 
symptoms and signs of partial or complete paralysis indistinguishable 
clinically from the description already given of peripheral damage. In young 
adults, multiple sclerosis may not infrequently present in this manner, 
without other evidence of disorder in the central nervous system, and going 
on to recovery in a few weeks. Or forms of encephalitis, of Economo type, 
or from polio virus or influenza, may be responsible. Again. in the elderly, 
minute vascular lesions, infarctive or hemorrhagic, can cause simple nuclear 
palsy, perhaps especially of the third nerve, which it is impossible to dif- 
ferentiate from occlusion affecting the nutrient artery peripherally. It is, 
however, more characteristic of brain-stem lesions which lead to diplopia to 
do so by causing paralysis of conjugate gaze: that is, disturbance of move- 
ment of both eyes in a particular direction, or directions. It is a generally 
accepted dictum that lesions at superior collicular level produce faults of 
upward movement allied with bilateral ptosis and loss of convergence, and 
at the inferior colliculus of downward movement, whilst paralysis of lateral 
gaze results from pontine damage. 

Palsies of conjugate gaze with diplopia may arise from various causes. 
The colliculi can be compressed by tumours extrinsic to the brain-stem, 
growing in the pineal region, with resultant defect of eye movements in the 
vertical plane, and intrinsic gliomas (which usually start at pontine level) 
are apt to present, because of their site, with loss of lateral eye movements 
before going on to produce general ophthalmoplegia as they infiltrate the 
midbrain. The capillary proliferation and petechial haemorrhages of Wer- 
nicke’s syndrome, from vitamin B deficiency secondary to alcoholism, mal- 
nutrition or carcinoma of the stomach, typically affect the periaqueductal 
area, as well as the floor of the fourth ventricle, hypothalamus and mam- 
millary bodies, and conjugate ophthalmoplegia or paresis with nystagmus 
is a regular sign, as well as disturbance of memory, conscious level, and 
ataxia. Multiple sclerosis often causes diplopia from disorder of conjugate 
ocular movement, and in advanced cases dissociated paralysis of the adduct- 
ing eye when the other eye abducts, with nystagmus more marked in, or 
restricted to, the abducting eye, is often seen. This phenomenon, sometimes 
called ataxic nystagmus, is attributable to demyelination in the posterior 
longitudinal fascicules: it is usually accompanied by defective upward gaze 
and convergence paralysis. Encephalitis also produces conjugate palsies, as 
well as nuclear, and they may be a feature in capillary angiomas of the brain- 
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stem. Vascular lesions can disturb brain-stem ocular mechanisms, either 
from thrombosis of long perforating branches of the basilar artery (as 
well, of course, as occlusion of its large named branches), or from circulatory 
insufficiency more remotely caused by atherosclerotic stenosis or thrombosis 
of the basilar artery itself or its parent vertebral arteries. Brain-stem 
hemorrhage in hypertension is another cause, usually fatal. 

Finally, it must be mentioned that diplopia of central neurogenic origin 
occurs in certain circumstances in the absence of local brain-stem lesions. 
It is a concomitant of the vertigo of Méniére’s syndrome and epidemic 
labyrinthitis, or extremes of seasickness, from abnormally intense bombard- 
ment of the oculovestibular neuronal complex, and it is also caused by 
certain drugs which have a pharmacodynamic affinity for the brain-stem, 
of which the barbiturates, phenytoin derivatives, and alcohol are the best 


known. 


MICHAEL JEFFERSON, D.M., F.R.C.P. 


Neurologist, Queen Elizabeth Hospital, Birmingham. 
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Artificial Insemination by Donor 
Query.—I have been asked by a patient about 
artificial insemination by donor (A.1I.D.) and I 
have informed her that I will get details for 
her. Can you give me any information on the 
matter? 

Rep._y.—Artificial insemination by donor is not 
carried out in any National Health Service 
Hospitals but only by a few doctors in private 
practice. It is fair to say that most doctors are 
unenthusiastic, if not actually opposed to the 
practice, and the legal uncertainties, to say 
nothing of the moral, ethical and religious 
aspects, are thought by most prudent people 
to be enough to deter doctors as well as patients. 
On the other hand, the procedure is fairly 
straightforward (apart from the problems 
involved in selecting and obtaining donors) and 
is effective in some 60 per cent. of cases. On an 
average, conception occurs within three or four 
months of trying, but a surprising number 
(fully 40 per cent.) of apparently normal women 
fail to conceive, presumably because of infer- 
tility factors not disclosed by the usual methods 
of investigation. The children born call for no 
comment. The fact that a high proportion of 
successful couples ask to have further children 
by donor insemination has been adduced as an 
argument against the psychological problems 
which are often suggested as being liable to 
result from the procedure. 


For a detailed account of artificial insemina- 
tion in all its human aspects, the reader is 
referred to ‘Artificial Insemination in the 
Human’, by A. M. C. M. Schellen, published 
by Elsevier, Amsterdam, in 1957. 

G. I. M. SwYer, D.M., M.D., M.R.C.P. 


Early Post-partum Ambulation 


Query.—I was extremely interested to read 
recently that the second cause of maternal 
mortality in Great Britain is pulmonary em- 
bolism. I relate this in my mind to the relatively 
late ambulation of maternity patients in this 
country after a normal delivery, particularly as 
I was taught (Manitoba, Canada, 1955) that the 
second cause of maternal mortality in Canada, 
after toxzemia, is hemorrhage, and ambulation 
is very early (within twenty-four hours) after 
normal delivery. 

I would therefore ask the reason for the 
policy of late ambulation (fourth day) which 
I see practised in England. 

Rep.y.—British obstetricians in general teach 
and practise ‘early ambulation’, although there 
is some variation in the interpretation of the 
adjective. In normal cases patients may be 
‘encouraged to get up, sit in a chair and walk 
about on the evening of the first or second day’ 
(Eden and Holland). It will be appreciated that 
even a so-called ‘normal delivery’ occasionally 
leaves a patient too exhausted to tolerate this. 
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Universal adoption of this principle by the 
whole Maternity Service has been retarded to 
some extent by the long tradition of complete 
rest accepted by doctors and patients in this 
country. 

In relation to embolism many other factors 
must be kept in mind: e.g. anaemia, dehydration, 
lack of antenatal and puerperal exercises, 
varicose veins. 

In the ‘Confidential Enquiry into Maternal 
Deaths 1952-54’, hemorrhage was the second 
commonest cause of death. In view of the very 
high percentage of cases in which an avoidable 
factor occurred, particularly in the third-stage 
and post-partum group, measures especially 
directed to prevention have been adopted (e.g. 
more careful selection of patients for hospital 
delivery, improved ‘Flying Squad’ services). 
As a result of these measures, the gross and 
relative number of deaths from this cause have 
fallen in the 1955-57 report. During the same 
period there was neither increase nor decrease 
in the relative incidence of deaths from em- 
bolism, a field in which much further investi- 
gation is obviously required. 

Proressor H. Harvey EVERS, M.S., F.R.C.S., 
F.R.C.O.G. 


Repeated Maiscarriages 
Query.—I have a patient aged 34, married ten 
years, who has had a succession of miscarriages, 
some at three months and at least one at four 
months. She has been investigated at the 
subfertility clinic at the regional teaching hos- 
pital: the tubes are patent and the uterine out- 
line normal. No pelvic disease has been found 
and endocrine balance seems normal. The last 
abortion occurred at ten weeks. The hospital 
report says: ‘Products of conception showed an 
intact foetal sac but there was no feetus contained 
therein. This was therefore a blighted ovum...’ 

What does ‘blighted ovum’ mean? Is it a 
common occurrence and cause of infertility? 
Is this likely to be the cause of the history of 
miscarriages? 
Rep.iy.—aA ‘blighted ovum’ consists of an intact 
foetal sac from which the feetus has disintegrated. 
It is impossible to say whether the other mis- 
carriages were due to the same thing, but it is 
unlikely, particularly if one pregnancy con- 
tinued for four months. A ‘blighted ovum’ is 
not a common occurrence or a general cause of 
infertility. It might be worth considering a 
Shirodker operation next time she reaches 
three months. Hormone therapy in such cases 
has been generally abandoned. 

W. R. WINTERTON, M.B., F.R.C.S., F.R.C.0.G. 


Leukoplakia of the Vulva 
Query.—I would be grateful for an opinion on 
the treatment of leukoplakia in a woman aged 
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49 years; she has had it for three years, affecting 
the labia major and the clitoris. Her menses 
ceased about five years ago; she has had three 
normal labours (children aged 24, 21 and 
18 years). 

Two years ago she had ‘proctocaine’ injections 
under anesthesia, with only temporary relief 
from irritation; local applications of ‘nestosyl’, 
‘vioform-hydrocortisone’, castor oil and lanoline 
have been used, also ‘menformon’ pessaries. 

The patient has been advised of the possibi- 
lities of excision of the labia but is not keen to 
have this operation unless it is vital; apparently 


she has also been told that sometimes this 


condition turns to cancer. She wishes to know 
from me if she has to put up with this irritation 
for the rest of her life, and do I feel that the 
operation is one hundred per cent. successful. 
I would appreciate any further advice. 


Rep.ty.—The treatment of leukoplakia of the 
vulva is a simple vulvectomy with complete 
removal of the affected skin. The inguinal 
glands should not be removed. Leukoplakia 
is a pre-malignant condition and it is usually 
considered that there is a 30 per cent. chance of 
malignant change. It is found in association 
with carcinoma of the vulva in 82 per cent. of 
cases (Way). The diagnosis may be difficult as a 
similar appearance of the vulva may be found in 
lichen sclerosus and primary atrophy of the 
vulva, also following prolonged scratching. A 
skin biopsy should therefore be performed and 
if there is histological confirmation of the 
diagnosis a simple vulvectomy should be 
carried out. Provided the remeval of the affected 
skin is complete the irritation will cease and the 
risk of malignant change should be removed. 
IAN JACKSON, M.B., F.R.C.S., F.R.C.O.G. 


Sterilizing Midwifery Equipment 
Query.—I am wondering if it would be possible 
to sterilize my midwifery forceps, gloves and 
instruments (including nylon sutures) by put- 
ting them all in my stainless-steel forceps case 
with some formaldehyde tablets and ‘selotaping’ 
the case. If so, how long would it take before 
sterilization was achieved? 

I have heard that it is possible to sterilize 
a pair of surgical gloves suitably, say, for manual 
removal of the placenta by putting an unsterile 
pair on and then ‘washing’ the hands in obstetric 
cream. Is this so? If it is it would be a great 
help in general practice. 
Rep_y.—The suggestion that midwifery forceps, 
gloves and instruments might be sterilized by 
putting them in a stainless steel case with some 
paraformaldehyde tablets would seem in general, 
to be sound. Relevant points would be:— 

(1) Formaldehyde requires a humid atmo- 
sphere for sterilization and the inclusion of a 
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piece of damp cotton-wool would probably be 
an advantage. 

(2) Formaldehyde is more effective at high 
temperatures so that if the instrument case 
could be kept somewhere warm it would be an 
advantage. 

(3) Formaldehyde has poor penetrating 
power and might not sterilize the centre of 
tightly packed gauze or tightly rolled sutures. 

(4) It is difficult to be precise about the 
length of time of sterilization, as this depends 
so much upon exact conditions, but probably 
any time over two hours could be effective. 

With regard to the sterilization of rubber 
gloves, a simple technique which should be 
absolutely effective would be to put on non- 
sterile gloves, wash thoroughly with soap and 
water and then immerse for half a minute in 
1:80 ‘milton’. ‘Washing’ in 
would not be so reliable because some of the 
antiseptics incorporated in them take quite 
a long time to act. 


obstetric creams 


W. D. Foster, M.p 


A Genetic Problem 
Query.—A patient, now aged 38, and in good 
health, has had two pregnancies. The first child, 
born when she was 24, is a mongol. He is 
catered for permanently in an institution. The 
second child, born when the patient was 34, 
was a perfectly healthy, vigorous boy up to the 
age of three, when the rapidly 
signs of a pontine glioma appeared. Despite 
treatment, this illness has proved fatal. So far 
as I am aware, there are no relevant factors in 
either the family history or the personal 
histories of either parent. Assuming their 
desire for further children, what advice could 
they be offered—to risk ancther pregnancy, 
to adopt a child, or neither? 
Repty.—There is no real reason why this 
patient should not risk another pregnancy. The 
parents have a small increased risk both of a 
mongol child and of a further child with 
cerebral gliome, but the risks are not high 
enough to make it unwise for them to risk 
further pregnancies. Once chromosome counts 
become available as routine procedure, it will 
probably be possible to give a more precise 
estimate of the risk. 

C. O. CARTER, B.M., M.R.C.P 


progressive 


Scanty Hair in Infancy 

Query (from a reader in the Sudan).-—I should 
be most grateful for advice about a little girl 
aged eighteen months. She had a normal birth 
and has grown normally, but her hair up to 
now is very scanty: in fact, since birth it has 
not increased by any visible degree. Other girls 
and boys of her age have nice long hair. Other- 
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wise her development is normal physically and 
mentally. Can anything be done for her apart 
from general tonics and adequate diet? Have 
many other similar cases been reported? 

She also has flat feet. Some colleagues are of 
the opinion that her feet are flat because of her 
age. Is this true’ Should a baby of this age have 
arched feet Jike an adult? If not, what treat- 
ment can we give her? 


Rep.y.—This is by no means an easy problem 
to answer, but to take the second question first: 
it is true that most babies and toddlers have 
feet which are flat in the sense that the arch is 
not properly developed and that when placed 
on the ground the foot flattens out, but generally 
when flat feet are noticed in a child of eighteen 
months it suggests that she may have varus 
ankles, that is to say, that the feet tend to turn 
over at the ankle. The toddler, of course, does 
not have an arched foot like an adult; the feet 
are very much more mobile and whilst they can 
form, to some extent, an arch, any weight 
placed on the feet causes them to flatten. In 
any case whether or not this child, in fact, has 
varus ankles, there is really nothing that can 
be done about it. Later on possibly exercises 
may help to compensate but nothing at present. 
As regards the first question, it is difficult to 
answer this without seeing the child, but it 
suggests that she may have an ectodermal 
dysplasia especially if there is anything unusual 
about her teeth and if her nails do not grow 
properly. A similar condition can occur affecting 
the hair only. These conditions are certainly 
very rare and there is nothing to be done about 
it. Tonics and diet will not help as the cause 

is inborn. 
A. P. NoRMAN, M.D., F.R.C.P. 


Cramp and Swimming 

Query.—I should be grateful for the latest 
views on the treatment of cramp during swim- 
ming. At a school I attend I have to consider 
not allowing a girl to swim because of severe 


abdominal cramp which has twice almost 
resulted in her being drowned. I have tried 
various forms of treatment including calcium 
but without avail. Is there anything further 
I can do? 

Repty.—Muscular cramp may arise from a 
considerable number of causes, most of which 
can be dismissed in the present instance. Its 
production in exercise may be attributed to 
the accumulation of the products of muscular 
contraction—lactic acid, some compound of 
phosphorus, creatine, ammonia, and perhaps 
other substances as yet unknown; in all, the 
pain-producing factor (‘P’) of Lewis. Such 
accumulation may occur even in a healthy 
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subject if the generation is to an extent beyond 
the possibility of oxidation or removal. (This, 
however, is more likely in the case of the 
limbs than of the abdomen.) Wrongly directed 
muscular impulses may also cause cramp. 
Salt depletion from excessive perspiration can 
produce ‘heat cramps’: this is clearly inapplic- 
able to swimming. 

Alkalosis due to hyperventilation and loss of 
CO, is a possible responsible factor and the 
influence of cold by reducing the peripheral 
circulation may lead to ischemic cramp. It is 
worthy of note that any disability in the water 
might lead to calamity and ‘cramp’ may be 
incorrectly presumed in instances where un- 
happily there has been no opportunity for 
subsequent inquiry and investigation. 

By ‘treatment’ I suppose the questioner 
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means ‘prevention’ and I think the only pro- 
cedure is to prohibit swimming, which, however 
pusillanimous and a confession of ignorance, is 
the course I myself would adopt. 

Sir ADOLPHE ABRAHAMS, O.B.E., M.D., F.R.C.P. 


Poliomyelitis Immunization 
Following Meningitis 

Query.—About two months ago, a girl, aged 
11 years, had meningococcal meningitis from 
which she made a good recovery. Is there any 
objection to immunizing against poliomyelitis, 
or should one wait longer? 


Repty.—There is no objection to proceeding 

with poliomyelitis immunization forthwith. 
PROFESSOR WILFRID GAISFORD, M.D., M.SC., 
F.R.C.P. 


PRACTICAL NOTES 


Viral Conjunctivitis 

HERPES constitutes ‘the most common extra- 
ocular infection in London today—one and a 
half times as common as staphylococcal and 
almost twice as pneumococcal 
infections’, according to Sir Stewart Duke- 
Elder (The London Clinic Medical Journal, 
July 1960, 1, 10). It may occur as a primary 
manifestation in previously uninfected people, 
when it is a contact infection. As such it usually 
occurs in children and the most common mode 
of infection is through kissing. “Two age-peaks 
in its incidence are obvious, marking the times 
when young people are commonly kissed—in 
infancy when relatives, friends and neighbours 
express their admiration in this extravagant and 
unhygienic way, and, if this ordeal has been 
safely negotiated, in adolescence when the 
patient is usually responsible for his or her own 
fate’. Clinically, primary herpetic infection in 
the eye is comparable to the more common 
acute stomatitis, and may be associated with 
vesicular eruptions on the face. Once acquired, 
the infection tends to relapse, or reinfections 
may occur. Follicle formation is not uncom- 
mon, and the herpes virus is said to be the most 
common cause of follicular conjunctivitis in 
London. The herpes virus is resistant to all 
antibiotics, and a warning is given against the 
indiscriminate use of topical steroids, with or 
without a broad-spectrum antibiotic. “This ill- 
advised method of treatment’, it is stated, 
‘converts the commonest ocular infection in 
this country from a visitation which is usually 
relatively harmless into one leaving potentially 
permanent ill-effects’. 


common as 


Colonic and Inguinal 
Endometriosis 


Or 356 cases of endometriosis seen over a ten- 
year period, A. E. Hauck (Annals of Surgery, 
June 1960, 151, 896) reports that 29 had involve- 
ment of the ileum, 19 had involvement of the 
appendix, and 131 (37%) had involvement of 


the colon. Eight of those with colonic involve- 
ment presented signs and symptoms of intes- 
tinal obstruction and the radiological findings 
suggested carcinoma of the colon. In the case 
of the colon, diagnosis is often difficult. ‘Even 
when holding the lesion in hand it is often 
difficult to distinguish between endometriosis 
and carcinoma of the colon, for the gross 
appearance is often deceiving and indistinguish- 
able’. A plea is made for conservative surgery 
in such cases. During the childbearing period 
‘the function of pregnancy can be maintained 
by resecting the obstructing lesion, and by 
resecting the ovarian lesions’. ‘If the patient is 
beyond the childbearing age, total hysterectomy 
and bilateral o6phorectomy should be accom- 
plished’. 

A series of cases of inguinal endometriosis is 
reviewed by M. Jimenez and R. M. Miles 
(Ibid., p. 903). This consists of four cases seen 
at the authors’ own _ hospital—representing 
0.42% of the 947 cases of endometriosis treated 
surgically in a five-year period—and 16 cases 
collected from the literature on the subject. 
Of the four cases treated personally, three were 
misdiagnosed as incarcerated inguinal hernias. 
In the total series of 20 cases, in only seven was 
the correct diagnosis made. Only nine of the 
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patients were nulliparous. The ages of the 
patients ranged from 34 to 49. The treatment 
employed usually consisted of excision of the 


mass Or masses, with or without resection of the 


round ligament, excision of the hernia sac if 


present, and reconstruction of the abdominal 
wall. Surgical attention was given to any co- 
existent pelvic endometriosis when indicated 


Antacids and CGidema 


ATTENTION is drawn by D. G. Rimer and M 
Frankland (Journal of the American Medical 
Association, July 2, 1960, 173, 995) to the rela- 
tively high sodium content of many antacid 
preparations and to the deleterious effect that 
this may have in cedematous patients. Details 
are given of two patients—one with cirrhosis of 
the liver, and one with congestive heart failure 
and a duodenal ulcer—in both of whom a 
sudden deterioration in their condition, accom- 
panied by accumulation of c:dema, was asso- 
ciated with the administration of antacids. An 
analysis is given of the sodium content of a 
variety of antacid preparations. This ranges 
from 4.2 to 269.7 mg. per 30 ml. for liquid 
preparations and 5.2 to 192 mg. per eight tab- 
lets (the equivalent of 30 ml.) for tablets. In 
many cases there was a marked difference be- 
tween the sodium content of the same prepara- 
tion, depending upon whether this was supplied 
in liquid form or in a tablet. Thus, for ‘aludrox’ 
the sodium content of 30 ml. of the liquid 
preparation was found to be 33 mg., whilst 
eight tablets contained only 9.5 mg. The source 
of the additional sodium in the liquid prepara- 
tion is either sodium carboxymethylcellulose 
(used as an emulsifying and suspending agent), 
the use of sodium compounds in the production 
of aluminium hydroxide, or sodium compounds 
used as preservatives. Details are given of an 
‘effective, palatable, non-constipating calcium 
carbonate, magnesium oxide suspension with 
negligible amounts of sodium’ 


Skin-tanning Preparations 

THE active ingredient of several preparations 
recently put on the market to ‘tan’ the skin is 
dihydroxyacetone. These preparations are 
claimed to produced a pigmentation of the skin 
which is indistinguishable from that following 
exposure to sunlight. P. M. Mumford (British 
Journal of Dermatology, July 1960, 72, 279) 
has investigated the effect of dihydroxyacetone 
In 32 normal people and 10 eczematous patients. 
In all of them, painting of the skin with a 2.5 
solution of dihydroxyacetone was followed in 
six to ten hours by a light-brown pigmentation. 
If repeated applications were made at hourly 
intervals, the depth of colour deepened to a 
light-negroid tint. The colour cannot be re- 
moved with cleansing agents, fat solvents or 
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superficial abrasion. The colour gradually dis- 
appears in five to eight days. The preparation 
does not diminish the response to ultra-violet 
radiation. There is some evidence that, if ex- 
pertly used, the preparation may be useful in 
the management of vitiligo. A warning is given 
that ‘the free use of this substance on face or 
limbs by those seeking a rapidly achieved 
“healthy” appearance may be accompanied by 
certain practical risks. . . . If inexpert, the user 
may induce a streaked and bizarre pattern 
which may detain him or her in the home for 
a week until normality has been regained’. 
Further, ‘thoughtless purchasers may consider 
that when the skin appears deeply tinted expo- 
sure to sunshine is safe’. 


Pseudomonas Infections in Children 
BETWEEN 1952 and 1957 the number of patients 
in the Los Angeles Children’s Hospital, from 
whom pseudomonas was isolated on culture 
increased from eight to 152, according to 
L. D. Asay and R. Koch (New England Journal 
of Medicine, May 26, 1960, 262, 1062). In 94 
cases, pseudomonas was isolated from patients 
with appendicitis, wound infections, urinary 
infections and otitis; all survived. Twenty-nine 
cultures were obtained from patients with 
respiratory disease, and 22 of these survived. 
Only four of the 12 patients with congenital 
gastro-intestinal anomalies, in whom pseu- 
domonas infection followed surgical inter- 
vention, survived. Fifty per cent. of the 
infants were under one month of age at the time 
of death, another 25% were under six months 
of age, and only four (or 13%) were over the 
age of three years. Antibiotic-sensitivity tests 
revealed the following distribution of organisms 
sensitive to each antibiotic: polymyxin, 92°; 
oxytetracycline, 42° ; tetracycline, 33% ; strep- 
tomycin, 21°; chloramphenicol, 5%. Most of 
the patients with serious pseudomonas infec- 
tions had previously been treated with broad- 
spectrum antibiotics, but there was no such 
relationship in those with less serious infections. 
In treatment, ‘combined therapy using poly- 
myxin with the tetracyclines or streptomycin is 
recommended’. Polymyxin is described as ‘an 
excellent antibiotic for therapy, and in a 
divided dose, approximating 2.5 mg. per kilo- 
gram of body weight per twenty-four hours, 
can be utilized for prolonged periods’. Local 
administration of polymyxin into closed cavities 
and topically is said ‘to be helpful in increasing 
the concentration of the drug at the’site of 
infection’. 


Oral Cholecystography 
Orat cholecystography with iopanoic acid 
(‘telepaque’) is ‘the most satisfactory routine 





376 THE 


radiological investigation of gall-bladder symp- 
toms’, according to D. A. Alderson (British 
Journal of Surgery, May 1960, 47, 655). A 
correlation between the radiological reports and 
the operative and pathological findings in the 
315 patients who underwent cholecystectomy in 
King’s College Hospital in the years, 1955 to 
1958, revealed only three errors of diagnosis 
In the first of these, two stones were not seen 
in a normally concentrating gall-bladder; in 
the second, concentration was reported as being 
less than normal in a gall-bladder subsequently 
shown to be normal; in the third, a gall-bladder 
found to show cholesterosis was reported on as 
concentrating normally. Three errors in 315 
diagnoses gives an over-al] accuracy of 99%. 
In discussing the contention that intravenous 
‘biligrafin’ should be used for routine examina- 
tion, it is pointed out that intravenous ‘bili- 
grafin’ is cumbersome and_time- 
consuming’, and the view is put forward that 
it ‘should properly be reserved for those cases 
in which the concentration of ‘“‘telepaque’’ is 
less than normal or in which the ducts have not 
been adequately demonstrated’. In other words, 
intravenous ‘biligrafin’ is ‘complementary to 
“telepaque”, with separate indications’. The 
criticism of ‘telepaque’ that there are unab- 
sorbed residues of ‘telepaque’ in the bowel 
which may obscure the gall-bladder is refuted 
by the statement that this ‘turns out to be an 
advantage, because the residues prove that the 
tablets have been taken and have passed through 
the small intestine’. 


‘costly, 


Gastric Cytology 

THE value of gastric cytology in the diagnosis of 
carcinoma of the stomach is reviewed by Kari 
Seppala and his colleagues (Annales Medicine 
Interna Fennia, 1960, 49, 87), on the basis of 
their findings in 31 proven cases of carcinoma 


of the stomach. Radiological examination 
established a definite diagnosis of cancer in 
14 cases, whilst in 12 cases it was suspicious of 
cancer. In the remaining five cases it provided 
no evidence to suggest such a diagnosis. The 
gastroscopic diagnosis was definite cancer in 10, 
and suspected cancer in four. In 10 cases no 
diagnosis was either for technical 
reasons or because of poor visibility. In the 
remaining although technically 
successful, gastroscopy failed to reveal the 
growth. Cytological examination demon- 
strated malignant cells in 16 cases, and ‘sus- 
pected malignancy’ in 11 cases. In one case no 
suitable sample could be obtained, and in the 
remaining three no malignant cells were 
observed. In a series of 120 cases in which 
follow-up examination excluded carcinoma, 
cytological examination gave a false diagnosis of 


possible, 


seven cases, 
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‘suspected malignancy’ in three. In view of 
these findings it is suggested that cytological 
examination may be of value in cases in which 
radiological and gastroscopic examinations do 
not definitely exclude the possibility of malig- 
nancy. It is also suggested that ‘cytological 
observation of the gastric cells of patients with 
precancerous conditions, might result in the 
earlier diagnosis of the cancer’. 


Treatment of Corns, Callosities and 
Verruce 
A ‘SIMPLE dry salicylic acid powder dressing’ 
is a ‘safe, painless, very effective, inexpensive’ 
method of treating corns, callosities and 
verruce, according to W. A. H. Wahba (Alex- 
andria Medical Journal, May 1960, 6, 270). The 
one precaution is that the surrounding healthy 
skin must be protected from the powder. To 
achieve this, it is recommended that a piece of 
adhesive plaster tape (A.P.T.) be cut, sufficient 
to cover the lesion (L) and 1 cm. of the sur- 
rounding skin. A hole is then cut in the centre 
of this, slightly bigger than the size of the 
lesion, and it is then fixed to the skin in such a 
way that it encircles the lesion completely, 
leaving the lesion itself exposed. The lesion 
is then covered with dry salicylic acid pow- 
der, and with a larger piece of adhesive 
plaster-tape the lesion, the surrounding adhe- 
sive plaster and an area of 1 cm. of the skin 
around it are covered over. 

Verruce plantaris and verruce plana of 2 to 
3 mm. in diameter require one dressing for 
forty-eight hours; larger ones require two 
dressings, each for forty-eight hours. One 
dressing for forty-eight hours is usually also 
sufficient for verruce plantaris not exceeding 
5 mm. in diameter, though a better result is 
sometimes obtained if it is left on for seventy- 
two hours. Larger, deeply embedded verruce 
plantaris may require two or three dressings, 
each for forty-eight hours. For corns of ordinary 
size one or two dressings are needed, but in 
sensitive patients these may need to be changed 
every twenty-four hours instead of every 
forty-eight hours. It is said that ‘a properly 
applied dressing for forty-eight hours or better 
for seventy-two hours is usually sufficient to 
get rid of a callosity up to 2 cm. in diameter’. 
The results claimed within a few days of treat- 
ment are: 100% cure in 70 patients with 
verruca plantaris, 97% cure in 37 patients with 
verruca vulgaris, 100% cure in eight patients 
with verruca plana, 97.8% cure in 80 patients 
with corns, and 100% cure in 22 patients with 
callosities. There is said to be no contraindica- 
tion except the presence of inflammation. 
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Manual of Skin Diseases. By Gorvon C. 
SaAvER, M.D. London: Pitman Medical 
1960. Pp. 


Publishing Co. Ltd., 
Illustrated. Price 7os. 
Tuis is really a very good book. From it anyone 
can learn the essentials of basic dermatology so 
happily that his attitude to his erstwhile tire- 
some skin patients will, one dares predict, 
change to one of camaraderie if only because he 
is almost bound to recognize some poor crea- 
ture as just like fig. 99 or whatever it may be, 
complete with some sensible advice on how to 
treat him, in the acute state, a few days later 
and when and if secondary infection supervenes. 
At the end of the book there is a 30-page ‘dic- 
tionary index’ which will be worth its weight 
in gold if he has turned up one of those real 
winners which the local dermatological depart- 
ment has promptly pinched, giving in somewhat 
doubtful exchange a Latin or Greek couplet 
which may mean anything from ‘knees up 
Mother Brown’ to ‘My Love has a red, red 
nose’. The answer will be there in the index 
with just that essential information necessary 
for him knowingly to shrug his shoulders as 
though such things grew like 

garden! 

A series of charts map out simply the distri- 
butions of various eruptions and more than 300 
really excellent black and white photographs 
make it a veritable atlas as well as a concise and 
essentially lively textbook. There are also dozens 
of colour prints, some good, many not so good, 
provided by several drug firms who thereby 
considerably lessen the cost of the book. It is 
a pity so many American proprietary names are 
used when advising drugs for treatment, 
especially of antihistamines which are somewhat 
overemphasized any way at the expense of 
simple sedation for the relief of itching in 
eczema. Sulphur gets added to too many local 
applications in too great a strength for the re- 
viewer's liking, but certainly Dr. Sauer would 
not be in trouble in this country for overcostly 
prescribing—he is used to his patients having 
to buy their own medicines. One point he does 
not cover satisfactorily is how and when to give 
steroids systemically. The repeated 
British dermatologists to leave 
nzvi alone to fade away as mysteriously as they 
came, and without trace, have not yet been 
believed in Kansas. 

Nevertheless, if you are a student or someone 
in whose student days, and after, dermatology 
took too smalJ a place, you should add this 
book to your library—and read it, of course! 


269. 


weeds in his 


cries of 
strawberry 


Fluid Balance in Obstetrics: A Critical 
Review. By PuHiLip RHODES, M.B., F.R.C.S., 
M.R.C.0.G. London: Lloyd-Luke (Medical 
Books) Ltd., 1960. Pp. 169. Price 25s. 

Ir would be difficult to praise this book too 
highly. It has been written by a clinician with 
the object of supplying a much needed link 
between the wards and the laboratory. In so far 
as this is possible it is eminently successful. The 
opening chapter on physical chemistry is 
admirably clear and contains an easily under- 
stood definition and explanation of the mille- 
equivalent. From this basis the author proceeds 
to the physiology of the non-pregnant and 
pregnant woman, and thence to the special 
problems of obstetrics. The logical treatment of 
these problems is dealt with fully and clearly. 
The literature is reviewed in relation to each 
section and the book represents an immense 
amount of work. The text is clear and the 
style refreshingly readable. This book will be 
of much interest and of great practical value to 
every practising obstetrician. 


The Development of the Infant and Young 
Child: Normal and Abnormal. By R. S. 
ILLINGWORTH, M.D., F.R.C.P.,  D.P.H., 
p.c.H. Edinburgh: E. & S. Livingstone 
Ltd., 1960. Pp. 318. Illustrated. Price 
275. 6d. 

Tuts book fills a long-felt need. The title is 

misleading because the book discusses only 

mental development. It has nothing to say 
about normal physical growth or development. 

It is, however, most appropriate that develop- 

ment of the brain and intellect should be dis- 

cussed by a pediatrician rather than a psycho- 
logist. This is because reliable assessment of the 
very young requires that careful consideration 
be given to the clinical history, to the physical 
state, and to the social environment, with all of 
which the pediatrician is daily engaged, and 
which he is trained to assess. It is only when 
these factors are added to the simple tests 
which Professor Illingworth describes that pre- 
diction of a child’s future achievement is likely 
to be reasonably reliable. There are, in fact, 
separate chapters on pre- and peri-natal factors, 
environmental factors and associated physical 
defects which may influence personality and 
intellectual development. Subsequent chapters 
deal with normal development, variations there - 
from which are often found in normal children, 
history taking, and the various methods of 
testing. There are also chapters on the early 
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diagnosis of mental retardation and cerebral 
palsy. There are over 500 references to the 
literature, more than 100 at the end of some 
chapters. It is, in fact, a possible criticism that 
in some chapters reference to the work of so 
many others makes for dull reading. The 
author is at his best in the chapters on normal 
development, history taking, methods of testing, 
and the diagnosis of cerebral palsy where his 
reference to the work of others is more restrained 
and selective. 

In summary, this book should be read by 
every pediatrician, child welfare physician and 
family doctor. It contains clear instructions in 
simple language about the assessment of the 
intellectual development of the infant and pre- 
school child. In the modern world this assess- 
ment is about the most important of all the 
many measurements which may be made in the 
developing human being 


Crash Injuries: The Integrated Medical As- 
pects of Automobile Injuries and Deaths. 
By Jacop KULOWSKI, M.D., F.A.C.S., 
Springfield, Illinois: Charles C 


Thomas; Oxford: Blackwell Scientific 
Pp. 


Publications Ltd., 1960. 1080. 
Illustrated. Price £13. 
IN this book an American orthopedic surgeon 
has brought together in one volume, and for 
the first time, a mass of valuable information. 
Undoubtedly it is the most comprehensive 
study yet published on the many aspects of 
road injuries. It is not an easy book to read. 
Many of the subjects presented will be un- 
familiar to the profession generally. The two 
opening sections—the first on ‘Biomechanics’ 
—i.e. the study of the human body as a me- 
chanical system—and the second on ‘ Patho- 
mechanics’—i.e. relating crash impact on 
various anatomical structures to car engineer- 
ing design—are particularly difficult to under- 
stand, mainly because most readers will not be 
engineers but also because the book is not 
always clearly written. Its style is often laboured, 
the meaning occasionally unclear and confusing. 
This comprehensive work would be much im- 
proved by an index, for its value as a book of 
reference is considerable. It covers an immense 
field: the many causes related to the nature of 
injuries, road-accident and injury prevention, 
first-aid, diagnosis, plenary treatment, rehabili- 
tation and the organization of treatment ser- 
vices. Its bibliography is both extensive and 
useful, it covers 51 pages, yet some of the 
references in the text do not appear in it and 
some have not been well checked. Considering 
the work as a whole these are minor points of 
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criticism. The author has achieved his objective : 
a comprehensive, new, authoritative study of 
the most important medical subject of today. 

When the reviewer came to the end of the 
book—a much more informed and wiser man 
—his one wish was that the knowledge it con- 
tained would be so clearly written in future 
editions that all men interested in this subject 
would read the work and having read it more 
readily understand its contents. Perhaps an 
editor as careful and knowledgeable as this 
book’s author could achieve this objective in its 
next edition. The book is beautifully produced 
and has over 600 excellent and vivid line draw- 
ings and photographs that help considerably in 
understanding the text. In these days of expen- 
sive books the price is not excessive for this 
great work, for it will help its purchaser and 
all its readers to avoid road accidents. 


Predisposition to Postvaccinial Encephalitis. 

By Dr. E. J. W. Keuter. Amsterdam: 
» Elsevier Publishing Company; London: 

D. Van Nostrand Co. Ltd., 1960. 

Pp. 160. Illustrated. Price 46s. 
POSTVACCINIAL encephalitis continues to engage 
our attention, less because of its intrinsic im- 
portance in preventive medicine than because it 
represents a classical and well-documented form 
of perivenous demyelinating encephalomyelitis 
of definite causation. Whilst the etiology of the 
condition is self-evident, however, its patho- 
genesis remains the subject of lively controversy, 
and it is to a discussion of this aspect of the 
disease that Dr. Keuter’s study is mainly 
directed. It is in many ways a companion 
volume to the excellent pathological account of 
postvaccinial encephalitis by de Vries, also of 
Utrecht, recently issued by the same publisher. 
In the present volume a comprehensive review 
of the subject in its clinical aspects is followed 
by a survey based upon personal examination 
of the members of ro7 families among whom 
there had occurred 109 cases of postvaccinial 
encephalitis: the occasional development of 
more than one case of this rare syndrome in a 
single family has long been known. By com- 
parison with 102 randomly selected families 
drawn from the same population, the families 
of the encephalitic cases showed an increased 
incidence of status dysraphicus and of other 
neurological disturbances, as well as of allergic 
disorders. 

These findings are interesting but not sur- 
prising. Clinical experience suggests that there 
must be few nervous diseases in which a con- 
stitutional factor is not to some extent involved, 
and despite its vagueness, few neurologists 
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would entirely discount the Adlerian concept of 
‘organ inferiority’ as it applies to the nervous 
system. After all, the special susceptibility of 
certain strains of guinea-pig to the production 
of experimental allergic encephalitis is an every- 
day laboratory experience. Dr. Keuter has 
made his point well. Whether it is as significant 
as he seems to think in relation to pathogenesis 
or to the practical problem of preventing this 
iatrogenic disaster is perhaps more questionable 


Vol. XVI, 
REYNOLDS, 


Instructional Course Lectures. 
1959. Edited by Frep C. 
M.D. St. Louis: C. V. 
London: Henry Kimpton, 
334. Illustrated. Price £6. 

THIs is an orthopedic anthology written for 

experts by experts. The American Academy of 

Orthopedic Surgeons holds an ‘instructional 

course’ each year for its members, who are 

themselves accredited and practising ortho- 
pedic surgeons. This is no ‘child’s guide to 
knowledge’, but a collection of monographs on 
subjects of contemporary interest and debate 
each written by a scholar. Much of the matter 
we have heard before, or known for a long time, 
but that does not reduce the value of the book, 
because it is meant for the instruction of those 
in need of instruction. In this respect the 
subject-matter is excellent and the subjects 
discussed well chosen. Some new information 
is revealed but the expressed in 
general are responsible and the obvious deriva- 
tives of the factual information. A symposium 
on the treatment of recent hip fractures by 
prosthetic replacement is contributed by five 
experts. Except for technical detail, however, 
nothing new is to be Jearned from this; the 
reason being that if there were we should know 
it already. It is staggering, however, to learn 

that 7,000,000 false femoral heads have been im- 

planted in twenty-two years, in the United 


Mosby Co.: 
1959. Pp. 


opinions 


States alone. 

This is an excellent book and will be of great 
interest to orthopedic surgeons and registrars 
No-one need be proud us all a 
great deal. 


Midwifery (A Textbook for Pupil Mid- 
wives). By GorpON W. GARLAND, M.D., 
F.R.C.0.G., and RosEMARY C. PERKES, 
S.R.N., §S.C.M., M.T.D. London: The 
English Universities Press Ltd., 1959. 
Pp. 290. Illustrated. Price 21s. 

Tuts book is aimed to provide enough informa- 

tion to cover the curriculum of the Part 1 and 2 

examinations of the Central Midwives Board. 

It is an easy book to read and the material is 


it can teach 
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presented in a clear-cut style. Heavy type has 
been used quite freely to emphasize vital points 
and this will make last-minute revision by the 
midwife very simple. The text is also well 
illustrated by excellent line drawings and 
diagrams 

This will undoubtedly prove a most valuable 
textbook. It is to be regretted, however, that 
very little if any mention is made of the patient 
as an individual. It must be admitted that the 
present syllabus for the Part 1 and Part 2 
C.M.B. examinations does not include any 
specific provision for the inclusion of psycho- 
logy or even brief consideration of patient- 
midwife-doctor and other staff relationships. 
A new book provided an excellent opportunity 
for this to be considered, since really all the 
information otherwise presented is available in 
slightly modified forms in other textbooks. 


Essays on the First Hundred Years of Anes- 
thesia. Vol. 1. By W. STANLEY Sykes, 
M.B.E., M.B., B.Cuir., D.A. Edinburgh: 
E. & S. Livingstone Ltd., 1960. Pp. 171. 
Illustrated. Price 30s. 

Tuis collection of essays, by a retired anas- 

thetist, is a joy to read. Dr. Sykes’ ‘ideal’ is 

‘a book which includes pictures of every 

apparatus which has ever been used in anzxs- 

thesia, a book whose compilation involves going 
through everything which has ever been written 
about anesthesia during its first hundred years’. 

In the course of his strivings after this ideal he 

has read over a million pages of medical 

journals and over 50,000 pages in 211 textbooks 
and pamphlets, and has collected photographs 
of over 6000 pieces of apparatus. Out of this 
gargantuan mass he has distilled what can only 
be described as a series of sparkling essays. He 
holds strong views and is not afraid to express 
them with refreshing candour. Chloroform is 

his béte noire, and his description of J. Y. 

Simpson and James Symes would have glad- 

dened the heart of Thomas Wakley. Simpson 

was not merely ‘a bad anesthetist and a woolly- 
minded statistician’, he deliberately misled 
people. As for Symes, he was an arrogant 
dictator, an incompetent surgeon and, ‘in the 
cocksure ignorance of his omniscience’ misled 
the country on the whole subject of chloroform. 

How dear old ‘Daddy Jones’, from whom so 
many of us learned how to administer chloro- 
form, would have chuckled if he could have 
read this book! Apart from anything else, it is 

so refreshing in these days to come acioss a 

book in which the author is not afraid to be 

dogmatic and to express his likes and dislikes. 

As a non-anesthetist, the reviewer has no 
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hesitation in commending this book. Meanwhile 
he is looking forward to the appearance of 
Volume II. 
NEW EDITIONS 

Textbook of Operative Gynecology, 
revised and edited by John Howkins, M_p., 
M.S., F.R.C.S., F.R.C.0.G., in its second edition 
(E. & S. Livingstone Ltd., £5 5s.) is first-class 
and it is doubtful if there is a better book on 
this subject in the English language. It is well 
written and beautifully produced and a great 
credit to the authors and publishers. The illus- 
trations leave nothing to be desired. It is a 
worthy rival to most American textbooks, which 
tend to make ours look dowdy. 

The British view of gynzcological surgery is 
put forward and few surgeons in this country 
would disagree with the author except on points 
of detail. When there are two or more accepted 
lines of treatment for any condition a definite 
preference is stated, giving useful help to the 
beginner. There are two chapters on operation 
wounds of the urinary and alimentary systems 
and on non-gynzcological conditions found 
incidentally, for the author rightly believes that 
whoever opens an abdomen must be capable of 
dealing with what he finds there. The brief 
chapter on radiotherapy by I. G. Williams is a 
model of clarity. Especially valuable are the 
descriptions of the pelvic floor illustrated by 
large sections, and the abdomino-perineal 
approach in Wertheim’s hysterectomy for 
which Howkins is renowned. The chapter on 
genital tuberculosis strikes the reader oddly for 
it is written in a style which differs from the 
rest of the book and its references are not very 
recent despite some good clinical reviews pub- 
lished in the last few years. 


The Diabetic ABC, by R. D. Lawrence, M.D., 
F.R.C.P., twelfth edition (H. K. Lewis & Co. 
Ltd., 5s. 6d.).—With its emphasis on reducing 
the problem of the treatment of diabetes to its 
simplest terms, this small volume has been con- 
fidently recommended to diabetic patients by 
their physicians since the first edition appeared 
over thirty years ago. This edition contains 
little change in the sections on dietary control 
and insulin administration, but includes a brief 
reference to the oral hypoglycemic agents. It 
will doubtless prove as helpful to diabetic 
patients as were its predecessors 


Shaw’s 


Communicable and Infectious Diseases, edited by 
Franklin H. Top, M.p., in its fourth edition 
(Henry Kimpton, £7 10s.) has undergone care- 
ful revision. As tends to happen with so many 
multi-author books, the standard is rather 
uneven, but the teaching on the whole is sound. 
As it is written primarily for the American 
reader, the sections on ‘prevention and control’ 
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are not necessarily applicable to other countries. 
On the whole, treatment is in conformity with 
that in Britain, but there are, of course, certain 
notable exceptions, as in the management of 
ophthalmia neonatorum. The book is freely 
illustrated but some of the reproductions (e.g. 
fig. 70) are not up to the standard which we in 
Britain now expect. 


Childbirth Without Fear, by Grantly Dick-Read, 
M.D., fourth edition (William Heinemann 
Medical Books Ltd., 12s. 6d.).—Throughout 
his lifetime Dr. Grantly Dick-Read systemati- 
cally fought for the elimination of fear in child- 
birth. Parturient women, midwives and medical 
practitioners have all benefited from his teach- 
ings. This edition, published after his death, 
is likely to be as well received as its pre- 
decessors. In spite of a certain verbosity and 
unnecessary emotion the book contains much of 
value and can be recommended to midwives and 
medical practitioners alike. 


Angewandte und Topographische Anatomie, by 
Professor Dr. G. Téndury, second edition 
(Georg Thieme, DM 79).—With 411 mainly 
coloured pictures this excellent textbook of 
topographical anatomy has been revised and a 
great many illustrations added since its first 
appearance in 1949. Special emphasis has been 
given to topographical details in the thoracic 
cavity, probably due to the advancement made 
in thoracic surgery in recent years. The book 
will not only be a great source of information 
to the young surgeon preparing for his Fellow- 
ship, but the excellent illustrations should make 
revision of anatomy a pleasure for the prac- 
titioner. 


The Extremities, by Daniel P. Quiring, PH.D., 
second edition revised and edited by John H. 
Warfel, pu.p. (Henry Kimpton, 24s. 6d.).— 
This little book is a graphic aide-mémoire to 
enable the student who has already dissected 
them to revise the muscles of the limbs. Each 
muscle gets a page, on which its belly and its 
nerves and arterial supply are shown in outline 
in relation to the bones to which it is related, 
and the main facts of its attachments and 
functions are related. 





The contents of the October issue, which will be a special 
issue devoted to ‘Advances in Treatment’, will be found 
on page A 134 at the end of the advertisement section. 





Notes and Preparations see page 381. 
Notes from the Continent see page 385. 
Fifty Years Ago see page 387. 
Motoring Notes see page Ag3. 

Travel Notes see page A 97. 

Bridge Notes see page A tor. 





ANNOUNCEMENTS 








Children are easier to treat with 
new Ledermycin Drops and Syrup 


The more acceptable the preparation, the simpler it is to secure 
t child’s co-operation in treatment—he enjoys taking his medi- 
cine, and is therefore much easier to manage. LEDERMYCIN de- 
methylichlortetracvcline is now available in two such forms 
pleasantly-flavoured drops and syrup, ready for immediate 
use. High in activity—low in dosage—sustained in action— 
LepERMYCIN Drops and Syrup fight susceptible infections with 
all the now-recognised superior virtues of 


THE MOST ACTIVE TETRACYCLINE YET 


Ledermycin :% 


PACKING: LEDERMYCIN Syrup, 7551 f 2 and 16 fl. oz. 
LEDERMYCIN Drops, 60 mg 1ca ed dropper bottle of 10 


Coe RLE LABORATORIES 


W.Cc.2 
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| Set Fair 
at the 


Menopause 


Menopausal symptoms 
are due to hormone 
deficiency, therefore the 
rational treatment is 
replacement with the 
physiologically balanced 


hormones in Mixogen 


Each tablet contains: 


Ethinyleestradiol 
MIXOGEN |: 
Methyltestosterone 


TABLETS 3°6 mg. 





* Control is achieved without withdrawal 
bleeding. 


* Emotional balance is restored naturally. DOSAGE: 


| or 2 tablets daily 
% Low dosage, low treatment cost. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘CLOREVAN’ tablets each contain 50 mg. of 
chlorphenoxamine hydrochloride and are in- 
tended for the treatment of parkinsonism. They 
are said to have proved effective in about 50 
of patients who responded inadequately to 
other products, to be well-tolerated, and ‘side- 
Available in containers 


Medical Ltd., Spek« 


reactions are minimal’ 
of 100 tablets. (Evans 
Liverpool 24.) 


*‘DOLOXENE PULVULES’ contain dextropropoxy- 
phene hydrochloride, and are said to be ‘purely 
analgesic’, giving relief from pain with ‘prac- 
tically no constipating effect’ and without caus- 
ing nausea. Their use in malignant disease ‘will 
delay the necessity for morphine’. Available in 
strengths of 32 and 65 mg. in containers of 100 
\lso available are ‘pulvules doloxene compound’ 
for use when pain is associated with inflamma- 
tion or fever, in packs of 100 capsules, each 
containing 32 mg ot 
hydrochloride, 162 mg. of phenacetin, 227 mg 
of caffeine 
Hants.) 


dextropropoxyphene 


of acetylsalicylic acid, and 32.4 mg 


(Eli Lilly & Co. Ltd., Basingstoke 


SOFRAMYCIN’ tablets each contain 250 mg. of 
framycetin sulphate, and their uses include pre- 
operative intestinal sterilization and the treat- 
ment of diarrhoea of bacterial origin, particularly 
in gastroenteritis in children and the newborn 
Their administration orally ‘allows the antibiotic 
to reach right down to the intestinal tract, where 
it acts directly on most pathogenic bacteria and 
Available in bottles of 
Laboratories Ltd., 


the usual intestinal flora’ 
20 scored tablets. (Roussel 
847 Harrow Road, London, N.W.10 


NOTES 


State that their 


PHARMACEUTICAI 
Giaxo LABORATORIES LTD 
virus vaccine ‘invirin’ is available again this year 
The two virus strains considered most likely to 
be involved should an influenza epidemic occur 
this winter (A/Singapore/1/57 and B/ England 
939/59) are incorporated in the vaccine. The 
vaccine, which must be stored in a refrigerator 
contains 0.013°, thiomersal as a preservative, 
and retains its potency for 
Available in 1-ml. ampoules in boxes of 1 or 6 
vials for 


eighteen months 


and also in 10-dose rubber-capped 
use by medical officers in industry, schools and 
similar organizations. (Greenford, Middlesex.) 


LEDERLE LABORATORIES DIVISION announce that 


their preparation ‘ledermycin’ (demethylchlor- 
tetracycline) is now available in two additional 


forms for use in the treatment of tetracycline- 


sensitive pediatric infections: as drops, in 


calibrated dropper bottles of 10 ml. (60 mg. 
per ml.) and as a syrup, in bottles of 2 and 16 
fluid ounces (57 and 456 ml.) containing 75 mg. 
in each 5-ml. teaspoonful. (Cyanamid of Great 
Britain Ltd., London, W.C.z.) 


FORTHCOMING CONFERENCE 

Tue First British Congress on the History of 
Vedicine and Pharmacy will be held in London 
on September 29 and 30, 1960, under the 
presidency of Dr. W. S. C. Copeman. The 
congress is organized by the Faculty of the 
History of Medicine and Pharmacy of the 
Society of Apothecaries and is sponsored by 
the Wellcome Foundation Ltd. The theme will 
be ‘The Evolution of Medical Practice in 
Britain’, and full details may be obtained from 
\pothecaries’ Hall, Blackfriars Lane, Queen 
Victoria Street, London, E.C.4. 


JOURNAL RENAMED 
Journal of Mental Subnormality is the new title 
of the Journal of the Midland Mental Deficiency 
The change of title has been made ‘to 
conform with the terminology which 
symbolizes a breakaway from traditional beliefs’, 
and the emphasis in the first issue with the new 
title, dated June 1960, is upon the need for more 
“more institutions” 


Society 
new 


realistic training and ‘not 
but “better institutions” ’. The journal is pub- 
lished twice yearly by the Midland Society for 
the Study of Mental Subnormality at an annual 
(Monvhull Hos- 


subscription of 15s. ($2.25) 
pital, Birmingham 14.) 


BENGUE MEMORIAL AWARD 
LECTURE 

Tue Bengué Memorial Award Lecture for 1960, 
entitled ‘Doctors, Drugs, and Diseases’, will 
be given by William A. R. Thomson, M.p., on 
Wednesday, October 19, 1960, in the Lecture 
Hall of the Royal) Institute of Public Health and 
Hygiene, 2% Portland Place, London, W.1 
Admission is free without ticket but seats may 
be reserved in advance upon application to the 
Secretary of the Institute. 


THE KING’S FUND 
Two examples may be quoted from the recently 
published annual report for 1959 of the King 
Edward’s Hospital Fund for London, to 
illustrate the versatility shown in the distribu- 
tion of the sums available to the Fund. (In 1959, 
the expenditure of the Fund was £429,056). A 
sum of {2,500 was allocated for the building of 
a small house at the Royal National Orthopedic 
Hospital at Stanmore, where mothers can stay 
for a few days when their children are very ill. 
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When completed it will provide bed-sitting 
rooms and a small kitchen for the use of four 
mothers. This hospital draws its patients from 
al] parts of the United Kingdom and, as many 
of the children from distant parts have spinal 
deformities requiring major operations, it is 
obviously highly desirable that the mothers of 
these children should be at hand while the 
children are having their operations. 

The other interesting grant is one of {£2000 
towards the cost of a chapel to be available for 
all denominations who wish to use it at Chase 
Farm Hospital. The rest of the money is being 
contributed by local organizations and by the 
hospital management committee, which is 
contributing £2000 from its free money. 


POLIOMYELITIS VACCINATION 
ACCORDING to a memorandum (E.C.N. 337) 
issued by the Ministry of Health, ‘it is still 
considered desirable, as a general rule, to allow 
at least two weeks to elapse after vaccination 
against poliomyelitis before any other immuniz- 
ing procedure is undertaken. When another 
immunization with a toxoid or killed vaccine 
has been performed before vaccination against 
poliomyelitis the minimum interval to be 
desired is also two weeks. When a live vaccine, 
e.g. smallpox or yellow fever vaccine, has been 
administered first it is desirable to allow at least 
three weeks to elapse before vaccination against 
poliomyelitis is begun’. In the case of BCG 
vaccination it is recommended that the complete 
programme should be separated from polio- 
myelitis vaccination by an interval of at least 
four weeks, regardless of which procedure is 
performed first. 


LIVE POLIOVIRUS VACCINE 

At a conference held recently in Washington, 
sponsored by WHO and the Pan-American 
Health Organization, over 40 detailed reports on 
laboratory experiments, field trials and massive 
campaigns, with live poliovirus vaccine were 
considered. These included reports on the mass 
campaigns carried out in the U.S.S.R., Poland 
and Latin America, using three different types 
of United States vaccine: Sabin, Koprowski, 
and Cox. ‘In almost al] these trials’, the con- 
ference noted, ‘including the massive campaign 
in the U.S.S.R., untoward reactions were either 
absent or insignificant and the so-called major 
illness of poliomyelitis had neither directly 
nor indirectly been induced by infection with 
attenuated poliovirus used as vaccine, nor from 
its spread in the local community’. 


NATIONAL ASSISTANCE BOARD 
AsouT 68% of the allowances paid out by the 
National Assistance Board in 1959 were paid 
to persons over the minimum pension age, 
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including 976,000 retirement pensioners, 118,000 
non-contributory old age pensioners, and 119,000 
old people not receiving either kind of pension, 
according to the report of the Board for 1959 
(H.M. Stationery Office, price 3s. 6d.). Under 
discretionary powers the Board can allow 
additional sums to take account of the cost of 
special diets required by some sick persons, of 
the cost of laundry for persons unable to do 
their own, of exceptional requirements of fuel 
and of other special needs. In 1959, these 
powers were used in about 890,000 cases, over 
48° of the total, the additional sums allowed 
averaging 7s. 5d. a week and, in the aggregate, 
representing at the end of the year about £16 m. 
a year. 
DEATHS IN 1959 

‘THERE were only 66 deaths from acute polio- 
myelitis in England and Wales in 1959, com- 
pared with 129 in 1958 and 226 in 1957, 
according to provisional figures recently released 
by the Registrar General. The 1959 figure is the 
lowest since separate records started in 1911. 
Equally satisfactory is the fact that there were 
no deaths from diphtheria (8 in 1958 and 6 in 
1957), and only one from scarlet fever (4 in 
1958 and 10 in 1957). Deaths from measles, 
however, were up—98 compared with 49 in 
1958 and 95 in 1957. Increases were also 
recorded in deaths from coronary heart disease 
(84,920, compared with 84,041 in 1958) and 
cancer of the lung (21,063, compared with 
19,820 in 1958). 


NARCOTIC DRUGS 

IN 1959, there were 454 drug addicts (196 
males, 258 females) in the United Kingdom, 
according to the annual report of the British 
Government to the United Nations. Compared 
with 1958, there was an increase in the amount 
of both opium and cannabis seized by H.M. 
Customs. The former increased from 9.1 to 
15.3 kg., and the latter from 1o1 to 282.7 kg. 
There were 185 convictions in respect of offences 
involving cannabis; most of the offenders were 
males of African or West Indian origin, and the 
largest number of offences occurred in London. 

In September 1959, two West Indians were 
charged with being in unlawful possession of 
cannabis. One of them said he had grown it in 
his allotment. Three other cases occurred of 
cannabis plant cultivation, but in only one case 
were the plants resinous. All plants discovered 
were destroyed. The report comments: “There 
is no doubt that the unusually long hot summer 
of 1959 made possible the growth of resinous 
cannabis plants in the United Kingdom’. 


THE MODERN CHILD 
“THE management of enuresis leads me to ask 
about the domestic habits of families. Some 
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features recur so often as evidently to represent 
a social pattern. One is the late hour at which 
many mothers get up on school days; some admit 
to rising at 7.50 a.m. to get the children up at 
8.0 a.m., with washing, dressing, breakfast and 
other preparations before leaving for school at 
8.30 to 8.45 a.m. It seems unthinkable for chil- 
dren in the average household to make their 
own beds or help get breakfast, whereas it is 
known that nine-year-old children are perfectly 
capable of maintaining a good standard of bed- 
making and keeping bedrooms tidy, and laying 
and clearing meal tables, if only they know that 
positive standards will be required of them. One 
mother expressed indignation at the thought 
that her Grammar School daughter should be 
expected to make her own bed. She pointed out 
that if she required any such thing of her 
daughter, the girl would unquestionably retort, 
“‘How do you think you will spend the rest of 
the day if I have done the work for you:’’’ 
Dr. Cedric C. Harvey in the Annual Report for 
1959 of the County Medical Officer of the West 
Riding of Yorkshire. 


BREAST FEEDING IN LIVERPOOL 

In his annual report for 1958, Professor A. B 
Semple, Medical Officer of Health for Liver- 
pool, gives details of a lactation survey covering 
over 7000 mothers. This showed that by the 
age of six weeks the majority of infants were 
already artificially fed. Of those born in hos- 
pital, only 25.1% were wholly breast fed, com- 
pared with 24.7° of those born at home. Of 
3,963 mothers with 2,058 
(51.9%) sought artificial aid to stop lactation 
The incidence of breast abscess was very much 
the same, whether the delivery had taken place 
in hospital (2.5°,) or at home (2.6%) 


normal breasts, 


LIQUORICE AND PEPTIC ULCER 
Liguip extract of liquorice is ‘of value in the 
treatment of peptic ulcer’, according to Chang 
Yii (Chin. F. intern. Med., 1960, 8, 230), who 
bases his conclusions on the results in 100 cases 
They were given 15 ml. of the extract four 
times daily for six weeks, without any special 
dietetic regime or any prohibition of smoking 
or drinking. ‘Good therapeutic effect’ is reported 
in 90% of the cases, the epigastric pain usually 
disappearing within two weeks. Of 58 patients 
re-examined radiologically after treatment, 22 
showed complete healing of the ulcer, and 28 
showed ‘marked improvement’. Side-effects 
were slight: ‘minimal edema’ in 12, and slight 
rise in blood pressure in 14 cases. These side- 
effects were ‘greatly lessened’ by a low-salt diet 


PRAISE FOR THE POLICE 
‘Tue police are undoubtedly the front line of 
many of the social services. ‘They are often the 
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link between children in need of care and the 
children’s officer, between the destitute and the 
welfare officer and homes, between the mentally 
ill and medical treatment, to give only a few 
examples. In addition, they attempt to prevent 
crime and in this connexion give up much of 
their off-duty time to the running of boys’ clubs 
and the staffing of such clubs’. Annual Report 
of the London School of Hygiene and Tropical 
Medicine for 1958-59. 


PUBLICATIONS 

Control of Communicable Diseases in Man, which 
is described as ‘an official report of the American 
Public Health Association’, provides an admir- 
ably concise and authoritative review of the 
essential features of 111 diseases. Now in its 
ninth edition, it has undergone careful revision, 
and new sections deal with the aseptic meningitis 
syndrome, salmonellosis, and staphylococcal in- 
fections. The substance of the report has been 
accepted by the Ministry of Health and the 
Department of Health for Scotland, with certain 
reservations to meet international commitments 
and agreements and differences in legislative 
and administrative practice in Great Britain. 
(H.M. Stationery Office, price 7s. 6d.) 


New and Non-official Drugs 1960 maintains the 
high standards of its predecessors. Published 
by the Council on Drugs of the American 
Medical Association, it provides a reasonably 
critical survey of new drugs available in the 
United States that have not yet achieved official 
approbation by inclusion in the United States 
Pharmacopeta or National Formulary. (Pit- 
man Medical Publishing Co. Ltd., price 30s) 


Current Therapy—1960, edited by Howard F. 
Conn, M.D., has undergone careful revision and 
continues to meet a real demand on the part of 
the clinician for up-to-date authoritative advice 
on the most effective means of treatment 
available to him. (W. B. Saunders Co., price 
84s.) 


A Minority, by Gordon Westwood, and pub- 
lished under the ewgis of the British Social 
Biology Council, is an interesting, but not par- 
ticularly instructive, report on what is described 
as ‘the life of the male homosexual in Great 
Britain’. Based upon interviews with 127 homo- 
sexuals, it supplies a useful fund of information 
on the subject, but this is not presented in as 
objective a manner as the reader is led to believe. 
Apart from anything else, in the vast majority of 
cases it was impossible to check the statements 
made by those interviewed. It is difficult to 
find the justification for “blowing up’ the in- 
formation into a full-sized book for general sale. 
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The essential facts could have been condensed 
into an article for publication in one of the 
specialist journals. (Longmans, Green & Co 
Ltd., price 30s.) 


Stroke; A Diary of Recovery, by Douglas 
Ritchie.—At the age of 50, the author had a 
stroke which resulted in aphasia as well as 
hemiplegia. After treatment for three years, he 
could speak six to eight words consecutively, and 
walk half a mile, whilst his power of concentra- 
tion was returning. He vividly describes the 
early and frightening realization of paralysis, 
when favourite books can no longer be under- 
stood. He tells of the hope which follows the 
physiotherapy, rehabilitation and speech therapy 
that are so easily prescribed and so often dis- 
appointing. This is a distressing book to read, 
due to the author’s condition, and to the 
occasional and inevitable failure of communica- 
tion with those treating him. For the latter 
reason alone, it should be read by all who have 
contact with such patients. (Faber and Faber, 
price 12s. 6d.) 


OFFICIAL PUBLICATIONS 

Report of the Ministry of Health for the year 
ended December 31, 1959. Part I1.—The number 
of principals providing unrestricted general 
medical services on July 1, 1959, was 19,654, 
compared with 19,599 at July 1, 1958. This is an 
increase of only 55, compared with 256 in the 
previous year. The smaller increase is attributed 
to the fact that an unusually large number of 
doctors retired during the latter half of 1958 
after completing ten years’ service in the N.H.S. 
superannuation scheme. This fact also explains 
the decrease, from 1,357 in 1958 to 1,212 in 
1959, in the number of practitioners aged 66 
and over. A further decrease has also taken 
place in the number of single-handed prac- 
titioners (from 6,346 in 1958 to 6,119 in 1959), 
whilst the number of partnerships has increased 
from 12,962 to 13,535. (H.M. Stationery Office, 
price 13s.) 


Report of the Medical Research Council for the 


year 1958-1959.—As a result of a detailed 
review of their existing arrangements for the 
support of clinical research, the Council have 
decided to set up a Clinical Research Centre 
‘comprising a comprehensive concentration of 
relevant clinical and paraclinical disciplines’. 
This centre, it is stated, ‘will not be a special 
hospital for research purposes but will form 
part of an existing hospital dealing with current 
medical problems’. The council are also propos- 
ing to extend their arrangements for the support 
of research in psychiatry by establishing two 
further units concerned respectively with 
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epidemiology and genetics as applied to psy- 
chiatric problems, and by setting up two 
committees on clinical psychiatry and on the 
epidemiology of mental disorders. (H.M. 
Stationery Office, price 15s. 6d.) 


Report on Confidential Enquiries into Maternal 
Deaths in England 1955-1957 (Reports on 
Public Health and Medical Subjects No. 103).— 
This is a continuation of a similar report pub- 
lished in 1957, which covered the period 
1952-54. The salient findings are that of the 
861 deaths directly attributable to childbirth, 
which were investigated, 41% had avoidable 
factors, and of the 339 deaths associated with 
childbirth 16.8°% had avoidable factors. Exclud- 
ing the deaths due to abortion, 253 deaths due 
to childbirth, and 57 associated therewith, had 
one or more avoidable factors. In 55 cases 
the patient herself was considered to be wholly 
responsible and in 26 partially responsible. 
Avoidance of the avoidable factors in the 
hospital services might have saved 75 lives, 
assisted in saving eight more where the patient 
herself also contributed and in 33 where the 
domiciliary.service also contributed. So far as 
the domiciliary service is concerned, avoidance 
of avoidable factors might have saved 121 lives, 
helped in saving 18 others where the patient 
also contributed and 33 where the hospital 
services were also involved. (H.M. Stationery 
Office, price 4s.) 


Report of the Departmental Committee on Human 
Artificial Insemination.—So far as A.I.H. is 
concerned, the committee consider this to be a 
form of medical treatment which, in its social 
consequences, does not differ in principle from 
the conception of children by normal means. It 
is recommended that the fact that a live child 
has been born as a result of A.I.H. should be a 
bar to proceedings by either spouse for nullity 
of marriage on the ground of impotence. No 
member of the committee is in favour of A.I.D. 
for single women, or for married women without 
the husband’s consent, and the majority also 
consider that, even with the husband’s consent, 
A.1.D. is an undesirable practice. The unani- 
mous legal recommendations of the committee 
are that the law should be changed as follows. 
(a) A.I.D. without the husband’s consent shall 
be a new ground for divorce. (b) If a child has 
been born as a result of A.I.D., to which the 
husband consented, neither husband nor wife 
should be able to petition for the marriage to be 
annulled on the ground of impotence. (c) In so 
far as it is not already the law, a husband should 
be required to maintain a child born to his wife 
as a result of A.I.D. to which he has consented 
(H.M. Stationery Office, price 5s. 6d.) 
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A European Newsletter 
BELGIUM 


Hydrochlorothiazide.—A detailed study of hy- 
drochlorothiazide has recently been published 
by J. C. Demanet and his colleagues. The study 
consisted of two separate The 
first was a study of eight hypertensive patients 
without oedema, who received sc mg. of hydro- 
chlorothiazide daily by mouth. After four days 
on this dosage the patients were in 
sodium balance, there was an increase in the 
urinary excretion of chloride, 
and a reduction in weight without necessarily 
any diuresis. The loss of sodium corresponded 
to a decrease in the extracellular sodium, but 
the diminution in extracellular potassium ac- 
counted for only 20°, to 30 of 
potassium in the urine. In each case there was 
an alteration in the blood electrolytes with a 
tendency to a hypochloremic alkalosis 
hypokalemia on the fourth day. The 
investigation was carried out in patients with 
cardiac and hepatic cdema. A 
diuresis was obtained in many of these cases but 
this was accompanied by a certain degree of 
hypochloremic alkalosis and hypokalemia 
These electrolyte disturbances of the blood, 
which can prove dangerous in patients with 
cirrhosis of the liver, can be controlled by 
the simultaneous administration of 
chloride. 

The properties of hydrochlorothiazide 
also been studied by A. Verniory and his col- 
leagues, who summarize their 
follows. Hydrochlorothiazide is a 
diuretic which is about twenty times as potent 
as chlorothiazide. Its activity depends prin- 
cipally upon elimination of chloride and sodium 
with a tendency to a greater excretion of chloride 
than of sodium. There is also increased excretion 
of potassium, but the risk of inducing hypo- 
kalemia is less than with chloro- 
thiazide. The view is expressed that hydro- 
chlorothiazide 
of choice for the treatment of cardiac edema, 
and that it is equally effective in certain cases of 
cirrhosis of the liver accompanied by edema 
Its part in the treatment of real cedema is still 


undecided. 
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A new convulsant drug.—In a preliminary com- 
munication to the Royal Belgian Academy of 
Medicine, Professor J. La Barre, of the Free 
University of Brussels, has reported on a new 
convulsant drug: methylisopropylglutarimide. 
Experiments carried out on rabbits and rats 


have shown that it has several advantages as a 
convulsant, compared with leptazol and electro- 
convulsive therapy. Its action is limited to the 
central nervous system and, unlike electro- 
convulsive therapy, it has no vagotonic action, 
In the rat its stimulating action is followed by a 
phase of tranquillity which is more marked 
than that following electroconvulsive therapy. 
The use of the new drug, which is also known 
as ‘supermegimide’, following the administra- 
tion of reserpine is not without risk. In the rab- 
bit, for instance, a prolonged period must 
separate the administration of these two drugs. 


Blood transfusion in malignant conditions.—In 
December 1958 a 20-year-old man was ad- 
mitted to the Military Hospital, Brussels, with 
all the signs and symptoms of acute intestinal 
obstruction. Laparotomy revealed the presence 
of reticulo-sarcoma, with extensive metastases. 
Subsequent palliative treatment included blood 
transfusion, the patient himself belonging to 
group A,Rh-+. Following transfusion with blood 
of group O/Rh —, there was a marked improve- 
ment in the young man’s condition. This was 
maintained and by June 1959 the patient had 
returned to work. Impressed by this striking 
response, Colonel Van Doornick, the director 
of the hospital, and Dr. J. Adam proceeded to 
make a systematic polarographic study of mix- 
tures of blood from healthy individuals and 
patients with malignant disease, with particular 
reference to the grouping of the blood. Their 
preliminary findings, which they report in 
detail, indicate that in certain cases there is 
interaction between the protein complexes of 
the two intermixed bloods. They suggest that a 
further study of such interaction may be of 
value in the treatment of malignant disease. 


Lesions produced by iridium'™*.— A. Wambersie 
and his colleagues, of the Institute of Cancer of 
Louvain University, have studied the lesions 
produced in 50 rabbits by the intracerebral 
implantation of iridium™‘. After several days 
the lesions showed three distinct zones: (a) A 
zone of necrosis immediately surrounding the 
implant. (b) An intermediate zone characterized 
by thromboses and numerous peri-capillary 
effusions of blood, but no massive hamorrhages. 
(c) An outer transitional zone in which the 
nervous tissues showed relatively little change. 
By the thirtieth day the implant was surrounded 
by a fibrous matrix bathed in necrotic and 
liquefied tissue. Immediately outside this area 
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was a zone of glial reaction with a proliferation 
of small sclerosed vessels. Beyond this the 
nervous tissue was unaffected and there was a 
clear-cut differentiation between this healthy 
area and the affected area. Measurements of the 
necrosed areas on the tenth day showed that 
their diameter was 5 mm. for implants of an 
activity of 1 mc., 6 mm. for implants of an 
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activity of 3 mc., and 7 mm. for implants with 
an activity of 5 mc. In view of the relative ease 
with which iridium can be implanted, the 
localized nature of the lesion which it produces, 
and the absence of hemorrhagic reaction, it is 
suggested that iridium™ is the radioactive 
isotope of choice for cerebral implantation 
and that it has advantages over neurosurgery. 


GERMANY 


Should a doctor tell?—The management of 
malignant disease was one cf the principal 
subjects of discussion at the annual Congress of 
German Surgery, which was held in Munich 
under the presidency of Professor Willi Felix, 
Sauerbruch’s successor at the East Berlin 
Charité. In a discussion on how much the 
patient should be told, Professor Bauer, of 
Heidelberg, took the view that it was the doctor’s 
duty to explain the situation to the patient but 
with this proviso—that he should only divulge 
a diagnosis of cancer if specifically asked. In 
other words: “The doctor must not lie, but he 
need not divulge the whole truth’. 


Surgery and diabetes mellitus.—I1n a discussion 
on the surgical management of diabetic subjects, 
it was stated that, as a general rule, the patient 
should be switched on to soluble insulin before 
operation. The diet should be poor in fats and 
rich in carbohydrates, and considerable stress 
was laid upon the value of fructose, which was 
highly regarded as a source of energy in view of 
its rapid absorption and the fact that its 
metabo'ism is independent of insulin. In cases 
in which local anesthesia is not possible, 
nitrous oxide was recommended as the anes- 
thetic of choice. Schumann, of Dresden, recom- 
mended spinal anzsthesia in cases of abdominal 
surgery. 


Allergy and the surgeon.—In a discussion on 
‘allergy from a surgical viewpoint’, the view was 
expressed that allergic subjects should not be 
accepted as blood donors. It was contended 
that a transference of allergens may occur if the 
donor has previously eaten eggs, strawberries 
or other foods which commonly cause allergic 
reactions. 


Hospitals and doctors.—At the German Hospital 
Congress at Stuttgart, it was reported that, 
although the number of hospital beds has in- 
creased by 20% since 1950, there is still a 


shortage today. Every year some 6.5 million 
persons, that is 10% of the population of the 
Federal Republic, seek admission to hospital. 
Although, with a ratio of 10.2 beds per 1000 
inhabitants, the Federal Republic is ahead of all 
other countries, the cost per patient has risen to 
such an extent—mainly as a result of medical 
and technical progress—that it can no longer be 
met by the available funds. At present there are 
72,000 practising doctors in the Federal Repub- 
lic, including 41,000 general practitioners and 
23,500 hospital doctors. With a ratio of one 
doctor per 695 inhabitants, the Federal Republic 
comes third in the list of countries of the world 
so far as this ratio is concerned. The correspond- 
ing ratio in the United States of America is one 
doctor per 800 inhabitants. 


Watchmakers’ enterprise.—An enterprising firm 
of watchmakers now offers to engrave on the 
back of your watch your name, date of birth, 
home address, blood group and Rh factor. 
Valuable though this may be in theory, it has 
been pointed out that it is not without its risk. 
If, for instance, the watch had been borrowed, 
and the temporary owner were involved in an 
accident necessitating a blood transfusion, the 
consequences might be unfortunate if the bor- 
rower’s blood grouping were not the same as the 
owner’s. The warning has therefore gone out 
that this horological grouping be not accepted 
as the individual’s actual ‘blood-group pass’. 


Radioactive watches—The problem of the 
hazards of luminous wrist-watches has cropped 
up once again. In a recent review of the subject, 
E. Deeler' has drawn attention to the fact that 
alpha and beta rays cannot penetrate the case of 
the watch. Further, there is no red marrow, but 
only fatty marrow, in the bones exposed to 
irradiation from a wrist-watch. He therefore 
concludes that it is most unlikely that the 
irradiation from such a watch could cause 
leukemia and that genetic risk is also most 
unlikely. 





‘Notes from the Continent’ are produced in collaboration with the Editors of Bruxelles-Médical 
(Belgium), Le Concours Médical (France), Miinchener Medizinische Wochenschrift (Germany), 


and Minerva Medica (Italy). 
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CLOL 


(CHLORPHENOXAMINE HYDROCHLORIDE - EVANS) 


A NEW PRODUCT FOR THE 
TREATMENT OF PARKINSONISM 


Chlorphenoxamine has a potent, 
yet gentle, muscle relaxant action 
which permits of greater free- 
dom, strength and confidence of 
movement. It helps alleviate 
tiredness, weakness and so-called 
“inner” tension and this is prob- 
ably related to its mildly ener- 
gising or stimulating action. 


DOSAGE:- 
One or two tablets two 
or three times daily will 


normally suffice. 


PRESENTATION:- 
CLOREVAN is available 
in tablets of so mg. in 


containers of 100. 


“Because chlorphenoxamine is a nontoxic compound and because 
it affords relief to 53°, of patients who were insufficiently helped 
by current remedies, it is a worthy addition to the armamentarium 
of preparations for paralysis agitans.” 

] A.M.A., 1959, 892, 37. 


Further details available from Medical Information Department 


EVANS MEDICAL LTD 
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Rest from pain and 
a good night’s sleep 





the SAFE hypnotic plus a 
well-tried analgesic combination 


When more than an analgesic is required to bring sleep 
to the patient in pain, ‘VALGIS’ provides in a single 
preparation the potent but safe hypnotic ‘Distaval’ in 
combination with aspirin and phenacetin. ‘VALGIS' 
does not cause the confusion and initial excitement 
associated with preparations containing barbiturates 
and, because of the remarkable safety of the hypnotic 
component, can often be given in conditions where other 
analgesic-hypnotic combinations are contra-indicated. 


for insomnia associated with pain 


Detailed literature is available on request. 


Each ‘VALGIS' tablet contains: 
‘Distaval’ (tholidomide) 50mg. 
Acety/sal.cylic acid 250mg. (4 grains) 
Phenacetin 250mg. (4 grains) 

Dosoge: One or two tablets at night before 
retiring. For children the dose should be 
reduced proportionately. 

Packs and Basic N.H.S. price: 
Tubes of 12 and containers of 100 tabiets. 
Basic cost to N.H.S. of 12 tablets from 
dispensing pack of 100—2s. 2¢d. 





THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London, $.W.19 Tel: LiBerty 6600 


Owners of the trade marks ‘Vailgis’ & ‘Disteval’ 
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Diabetes 


23 diabetics in every doctor’s practice 8 of these could be on Rastinon therapy 


How many 

of your patients 
could be stabilized 
on Rastinon? 


It is reported that twelve per thousand is the true incidence of 

diabetes in Great Britain. For every known case of diabetes 

a there is another as yet undetected and untreated.* The majority 

> —~ «> of these undetected diabetics will be middle-aged and have dia- 
< a Sy ¢ betes of recent onset. 

~ For the diabetic over forty years of age whose condition has 

fo i been discovered recently, Rastinon tablets offer an oral treat- 


ment which is safe, effective and economical. 


* BMJ. 1959 


Rastinon (¢ 


For your files: Jf you would like to have more information about Rastinon oral diabetes 


therapy, please write to: HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 
Sole distributors in the United Kingdom ; HORLICKS LIMITED, SLOUGH, BUCKS 





not academic arguments 


BUT POSITIVE RESULTS 


single out 


in chronic bronchitis 





‘Middle-aged and elderly people 

with bronchitis are not suitable subjects 
for experimentation with 

the newest antibiotic that has 

come along and in such cases it is best 

to rely on a well-tried preparation so long 
as it gives good results.’ 


The Practitioner, 1958, 181, 684-5. 
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Ce> SCIENCE FOR THE WORLD’S WELL-BEING 


Pfizer Ltd - Folkestone - Kent * Trade Mark 
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PRINO 


Aprinox is the latest addition to the benzothiadiazine group of the 
oral diuretics and is the benzy! derivative of hydroflumethiazide 
(Bendrofluazide is the B.P. Commission Approved Name). 

Only a single daily dose is needed for initial treatment while for 
maintenance the dose need only be given once or twice weekly. 











Aprinox tablets are supplied as follows :— 

*‘APRINOX 5 mg.’ tablets—containers of 100 and 500 
*APRINOX 2.5 mg.’ tablets—containers of 100 and 500 
Detailed literature and professional sample gladly sent on request. 
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fifty Dears Ago 


‘Stimulate the phagocytes’ 


George Bernard Shaw 


The Doctor's Dilemma. 


SEPTEMBER 1910 


‘AND now, gentlemen, I will speak of an organ 
which, thank God, is beyond the reach of sur- 
gery’. In his article on 
sideration in relation to the surgical treatment 
of renal calculus’, Sir Henry Morris, Bart., 
Emeritus Lecturer on Surgery at the Middlesex 


Some points for con- 


Lieut.-Gen. Sir William Leishman, 
K.C.B., K.C.M.G., M.B., F.R.C.P., F.R.S 
(1865—1926) 


words 


Hospital Medical School, contrasts these 
of Sir William Lawrence with the modern view 
that the x-rays have made ‘surgery of the kidney, 


so far at least as renal calculus is concerned 

one of the simplest matters which the surgeon 
has to consider’. He comments that this view 
holds good only in uncomplicated cases, and 
discusses the various complications encountered 
in clinical practice. ‘Facts have 
again proved to us that a calculus may remain 


over and over 


in the ureter for a long time, and, after escaping 
therefrom, may the kidney it had ob- 
structed still capable of discharging its func- 
tions. Even though the 
nearly complete Should a calculus be dis- 
lodged and the ureteral channel 


leav e 
obstruction be 


opened up 


again, the kidney though greatly damaged may 
become repaired’. 

In ‘Some points concerning typhoid vaccine’, 
Sir William B. Leishman, M.B., C.M., F.R.S., 
Royal Army Medical College, refers to the use 
of typhoid vaccine as a therapeutic measure in 
fever, a use which was inspired by 
therapy. Chantemesse 
used ‘extraordinarily small doses of this serum, 
and claimed that the good effects were due to 
increased phagocytic power. If that 
thought we ought to do the same, or better, by 
the use of vaccine. So far, we have only 
got a comparatively small number of cases, but 
they are, I think, distinctly encouraging’. He 
‘My experience of vaccine therapy 
on the clinical side is small, but I believe vac- 
cine treatment to be the greatest step forward 
that medicine has made of recent years’. 

William Boog Leishman was born in 1865, 
and after leaving Westminster School, studied 
medicine at Glasgow University, where he 
graduated, M.B., C.M., in 1886. When he went 
to India as an army surgeon he took a micro- 
an unusual piece of equipment at that 
time. Appointed Assistant Professor at Netley 
in 1900, he succeeded Sir Almroth Wright as 
Professor in 1903. In 1900 Leishman discovered 
a trypanosome in a post-mortem film from a 
case of fever at Dum Dum, and a year later 
developed the known by his name 
Knighted in 1909, and elected F.R.S. in 1910, 
created K.C.M.G. for his 
Director of Pathology during the 1914-18 War. 
A good linguist, he contributed to the success 
of the Inter-allied Sanitary Commission and, 
after succeeding Sir John Goodwin as Director 
General, applied himself to the solution of the 
problems which arose in the difficult 
transition period during the post-war years. 
1926. 

In his contribution ‘On vaccine therapy’, 'T. J. 
Horder, M.D., F.R.C.P., Medical Registrar and 
Demonstrator of Morbid Anatomy, St. Bar- 
tholomew’s Hospital, sums up his section on 
the value of this treatment by saying: ‘I should 
consider I was denying patients their best hope 
of recovery in a large number of infective con- 
ditions if I did not employ this principle of 
treatment’. Dealing with the administration of 
vaccines he raises the question ‘Who should 
undertake the treatment of these cases—clini- 
or bacteriologist?’, and observes: “The 


enteric 


Chantemesse’s serum 


is so, I 


concludes 


scope, 


stain 


he was work as 


many 


Leishman died in 


cian 





388 


prophecy has gone forth: ‘“The physician of the 
future will be an immunizator’’. I think that 
prophecy likely to be fulfilled, but I would fain 
add: Let not the immunizator cease to be a 
physician’. 

Discussing “The auto-intoxications of epi- 
lepsy’ D. Moore Alexander, M.D., Pathologist 
to the Royal Southern and Workhouse Hos- 
pitals, Liverpool, and to the Maghull Epileptic 
Colony, suggests that ‘there are many facts in 
favour of the auto-intoxication theory of epi- 
lepsy’ and ‘a large field, especially in the 
intestinal canal, open to research, the fringe of 
which has, as yet, been barely touched upon’. 

‘Coli-uria’, writes H. Moreland McCrea, 
M.D., Clinical Assistant to Paddington Green 
Children’s Hospital, is a general term which 
‘may be fittingly applied to the group of cases 
in which there is infection of the urinary tract 
by the bacillus coli communis’. He mentions 
the necessity to render the urine alkaline and 
to encourage a ‘copious flow from the kidney’. 
Pointing out that opinions differ regarding the 
use of urinary antiseptics, he adds: ‘I am in- 
clined, from my own observation of cases, to 
add Urotropin, one grain, in the case of a 
child one year old’. Vaccines may be successful 
when drug treatment has failed. Autogenous 
vaccines must be used. “Three million is a 
suitable initial dose for a child one year old, 
and 25 million for an adult. The dose should 
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be repeated in two days’ time and then the 
interval gradually extended according to the 
progress of the patient’. 

In ‘Notes on peripheral neuritis (alcoholic)’ 
John Wyllie, M.D., Hull, expresses the opinion 
that ‘it may be said that the regeneration of the 
peripheral nervous system will only be effected 
by gradations of the infinitely little’. In dis- 
cussing the general management of the alcoholic 
patient with peripheral neuritis, ‘the doctor may 
find himself confronted with delusions on the 
part of his patients, and he will have to form 
an opinion whether they are due to organic 
changes in the brain, or are dependent upon 
some source of reflex irritation, such as hard 
wax pressing upon one or both tympanic mem- 
branes, decayed teeth, constipated bowels, in- 
growing toenails, etc.’ The medicinal 
treatment to combat the drink habit . . . consists 
of a daily injection of strychnine and a mixture 
of cinchona and capsicum. 

A review of the third edition of ‘Manual of 
Surgery’, by Alexis Thomson, F.R.C.S., and 
Alexander Miles, F.R.C.S., commends the 
chapter on appendicitis, which is ‘entirely 
free from the quotation of American epigrams’, 
and goes on to say: ‘Our only fear in connection 
with future editions of this admirable manual 
is that the authors may be tempted to continue 
enlarging it’ 


a.m. B, 





ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 


President—Tue EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from ae mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 


atients, and certi 


ed patients of both sexes are received for treatment. Careful clinical, biochem: bacterio- 


logical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 
in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 


admitted. 


It is equipped with all the apparatus for the complete investigation a 


treatment of Nicnta! and 


Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 


Operating Theatre, a Dental Surgery, an X- 


Ray Room, an Ultra-Violet Apparatus, and a Depirtment for 


Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 


pathological research 


Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a and 


farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, g: 


ens, and 


orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lilanfairfechan 


amidst the finest scenery in North Wales. 
boundary. 


On the north-west side of the Estate a mile of sea coast forms the 
Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 


its own private bathing house on the seashore. There is trout fishing in the park. : 
At all the branches of the Hospital there are cricket grounds, football and hockey grounds, awn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 
For terms ard further particulars apply to the Medical Superintendent (Telephone: No. 34354, three lines 
Northampton), who can be seen in London by appointment. 
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In chronic. 
and acute rhinitis, 
hay-fever, catarrh 


Neo-Rhinamid su 


decongestant, germicidal 
quickly, comfortably effective 


Neo-Rhinamid quickly relieves 

nasal congestion and controls any secondary 
infection that may be present. 
Neo-Rhinamid combines the rapid, 
long-lasting decongestant action of 
ephedrine with the germicidal properties 

of a modern drug—benzalkonium chloride 


Effective and non-irritant, 

this new antiseptic is powerfully active 
against gram-positive and gram-negative 
organisms —including antibiotic-resistant 
staphylococci and streptococci. 
Neo-Rhinamid is quickly, 

comfortably effective in all common forms 
of nasal congestion and infection. 


Basic NHS price 1/10d per 15 ml spray bottle 


Bailly Ltd London 
Bengue & Co Ltd 


Mount Pleasant Wembley Middlesex 
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i The most difficult patient 


and least satisfactory haemoglobin level 


RESPOND to treatment with 


Ferroids 


ORAL IRON THERAPY WHICH IS SAFE AND EFFECTIVE 


‘Ferroids’ tablets contain 350 mg. iron aminoates, a partly 
chelated complex of iron and amino acids which 

is well absorbed 

. is virtually free from side-effects 

provides unusually high utilisation of absorbed iron. 
DOSAGE One tablet three times daily is usually 
sufficient. Up to eight tablets daily—and more—are 
well-tolerated even if taken between meals, the time 
for maximum absorption of ingested iron. 
PACKS In containers of 100 and 1000 tablets. 


“,..ALL THE PATIENTS RESPONDED SATISFACTORILY TO 
CHELATED IRON AT A RATE COMPARABLE WITH 
THOSE TREATED WITH INTRAMUSCULAR IRON” 


* J. Obstet. Gynaeco. Brit. Emp., 
(1959) 66:627 


RIKER ) ‘Ferroids’ is a registered trade mark 


RIKER LABORATORIES LIMITED LOUGHBOROUGH, ENGLAND 
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MOTORING NOTES 


Small Cars 
By JOHN PRESTON 


PerRHAPS the greatest advance in motor car 


design since the war has been the increase in 


body space for a given engine size. This is 


particularly impressive with small cars. Once 
of 600 c.« 


a cramped 


would have 
little 
seater cycle-car with a poor road performance, 
that size can 


upon a time an engine 
been suitable only for two- 


whereas the modern engine of 


Fic. 1.—The N.S.U. Prince 30 


propel a small four-seater car at a speed that is 
at least adequate for present-day traffic. The 
latter point is important, because an under- 
powered car is a perfect nuisance on our narrow 
twisting roads, reducing the speed of following 
vehicles to its own and causing that frustration 
and irritation that can all too easily lead to 
impatience and accidents. The under-powered 
miniature car or three-wheeler is slower than the 
rest of the traffic at its natural cruising speed 
on the level, but it becomes even more of a 
hindrance on the slightest hill, which immedi- 
ately reduces its speed still further. There is, 
then, a limit below which the power-to-weight 
ratio of a small car should not be pitched 

What that limit is depends upon the current 
stage of engine development, and this brings us 
back to the point that modern engine design 
has now advanced to the point where 600 c.c 
can be regarded as an adequate engine capacity 
for a small four-seater car. Whether such an 
engine is satisfactory, instead of merely adequate, 
depends upon your individual approach to the 
small car problem, for there is a school of 
thought that believes there is no virtue in using 
the smallest possible engine because it will have 
to be highly tuned and therefore highly stressed ; 
in their view, it is preferable to use a larger 
engine that can be lightly stressed and therefore 
give much the same fuel economy with longer 
life. The two schools of thought are represented 
to some extent by the Italian 633 c.c. Fiat and 
the German 583 c.c. N.S.U. Prince on the one 


hand, and the British 848 c.c. Austin Seven and 
Morris Mini-Minor on the other. All three are 
designed to be four-seaters capable of the 
minimum road performance required by modern 
traffic conditions. All three are successful to a 
greater or lesser degree, and if the B.M.C. 850 
gives much more room for four people than the 
others, this is because of its general layout and 
not because its engine is larger. In over-all 
length the Fiat 600 is the largest, measuring 
10 feet 94 inches (3.29 metres) compared with 
the 10 feet 4 inches (3.15 metres) of the N.S.U 
Prince and the 1o feet } in. (3.05 metres) of the 
B.M.C. 850, so as vehicles the three can be 
quite fairly compared in spite of the difference 
in engine size. Admirers of the Fiat and the 
N.S.U. would doubtless claim that the engines 
of these cars, although smaller, are no more 
highly stressed. 


THE N.S.U. PRINCE 
These reflections are prompted by a recent ex- 
perience of driving the German N.S.U. Prince 
30 (fig. 1), which is a more powerful version 
of the N.S.U. Prince II. This little car is of 
particular significance in its home market 
because it is made by a company that is famed 
principally for its motor-cycles and mopeds, 
although it made its first car as long ago as 1906. 
There has been a distinct swing away from two- 
wheelers in Germany in the last two or three 
years and the N.S.U. company were quick to 
adapt themselves to this change in popular 
demand by introducing the Prince. At the same 
time they have not hesitated to draw on their 
motor-cycle experience to use basically the same 
vertical twin-cylinder engine as in their Super- 
max motor-cycle, and in this respect the Prince 
differs radically from the B.M.C. 850 and the 
Fiat 600 (but not the smaller Fiat 500) in having 
a two-cylinder instead of a four-cylinder engine. 
In passing it might also be mentioned that both 
the Continental cars have their engines at the 
rear driving the rear wheels, whereas the 
B.M.C. car goes to the opposite extreme in 
having its engine in front driving the front 
wheels. The two-cylinder engine is inevitably 
at a disadvantage from the point of view of 
smooth running, but the four-stroke engine of 
the Prince, with its overhead camshaft, gives 
plenty of power, the 30 model developing 36 
b.h.p. at 5,500 r.p.m. or 50 per cent. more than 
the 24 b.h.p. engine in the Prince II. (The Fiat 
600 develops 24.5 b.h.p. and the B.M.C. 850 
34 b.h.p.) Both Prince engines have quite 
modest compression ratios: 6.8 to 1 for the 
standard engine and 7.5 to 1 in the case of the 
30 model. The engine starts quickly and ticks 
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over quietly, most of the noise—which is con- 
siderable when travelling fast—coming from the 
air cooling fan and the transmission. Occasion- 
ally the throttle opened wide as soon as the 
engine started, this being caused, it was found, 
by depressing the clutch pedal, which is 
mounted on the same shaft as the accelerator. 


SPEED AND ACCELERATION 
Moving from normally be accom- 
plished smoothly, provided some care is given to 
the clutch pedal, and the little car then acceler- 
ates remarkably quickly. There is no question 
of the Prince 30 getting in the way when the 
traffic lights change to green— it is more likely 
to leave most other cars behind if the driver 
gives it its head. The makers claim that it will 
reach 50 m.p.h. from a standstill in just over 15 
seconds and 100 k.p.h. (62 m.p.h.) in 28 seconds 
The maximum speed claimed is 76.4 m.p.h 
There was no opportunity to check these figures, 
nor the accuracy of the rather hideously decor- 
ated speedometer, which seemed to be optimistic 
in its readings, but the Prince 30 is certainly a 
lively little car that is quite at home in a fast- 
moving stream of traffic 
The gear change is simple but the engagement 
of first gear at rest is invariably accompanied 
by a little noise. The gearbox is meant to be 
used, top being a fairly high gear which gives 
a feeling that the engine would not be dis- 
tressed on The result is that a 
change down to third is necessary as soon as the 
speed drops to about 20 m.p.h. in traffic, and 
a further change down to second is advisable 
for the best acceleration in towns. The rack and 
pinion steering gear 1s positive in action but not 
as pleasant in its ‘feel’ as on some cars with this 
type of steering, nor is the all-independent 
suspension quite as satisfactory as one might 
expect. The car holds the road firmly and 
corners well, but the springing does not deal 
happily with sharp bumps, giving a very jerky 
ride on some roads and the wheels crashing 
audibly into potholes. On a rough road the body 
emitted a number of rattles, especially around 
the scuttle. 


rest can 


motorways 


BODY WORK 
The two-door body can seat two big children 
or two small adults, whose leg room depends 
very much on the position of the front seats, 
in the back. A bigger person normally sits 
sideways on the back seat. There is a small 
space for luggage behind the rear seat, the main 
boot being under the bonnet, where the spare 
wheel and the petrol tank are also housed. There 
is a fair-sized cubby hole in the fascia and 
lockers in each of the doors. A good point is 
that the door handles are of the orthodox type 
and that the sliding windows are operated by 
winding handles, which are nevertheless some- 


what awkwardly placed. 
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With a petro! consumption in the region of 
50 m.p.g. when driven normally, the N.S.U. 
Prince 30 has all the advantages of a real 
economy car with a lively road performance and 
a fair-sized body. Its price in England is inflated 
by import duty and purchase tax, the basic price 
being £438 18s. 10d. and the total price with 
purchase tax £622 19s. 2d. 

PARKING METER REVENUE 
Members of the medical profession in London 
have been directly affected by the extension of 
parking meters to several boroughs. Apart from 
the question of being prevented from parking 
outside their own premises when the meter 
space is occupied, or else having to pay to do so 
when there is room, they share the objection of 
many motorists to being mulcted of yet another 
impost for owning a car. When the meters were 
first contemplated it was understood that the 
surplus revenue derived from them would be 


Fic. 2.—The interior of the N.S.U. Prince 30 


used to provide off-street parking accommoda- 
tion in garages; this would have made the meters 
more acceptable, but so far there has been little 
to show. Now the Westminster City Council have 
informed the Roads Campaign Council that 
they are in fact putting the money to good use. 
They are getting a surplus of about {£50,000 a 
year from the 1,822 meters in Mayfair and hope 
to get a further £25,000 a year from the meters 
now being erected in the St. James’s area. The 
council is putting up a 400-car multi-storey 
garage in Mayfair and is considering further 
sites. The Roads Campaign Council estimate 
that the surplus revenue will be sufficient to meet 
the capital and interest payments on about 
£1,000,000, and from this they draw the con- 
clusion that the garage charges will only have to 
cover the cost of operating the garages. In that 
case there would be no need to ‘sting’ the 
motorists using off-street parking garages—at 
any rate those which the meter revenue helps to 
finance. It would certainly sweeten the motorist’s 
attitude towards parking-meter fees if he could 
be assured that the fee was also helping to reduce 
the cost of long-term parking accommodation 
off the streets. 
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he’s heard the call for... 


Vi-Daylin 


a liquid multi-vitamin preparation 
with a pleasant flavour 


and a specia/ appeal for children 


ABBOTT LABORATORIES LTD - LONDON W.1 
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When high-potency Vitamin B is indicated... 


PARENTROVITE and OROVITE 


Parencrovi.te— massive 
dose of injectable 
B compiex with C 
for restoring consciousness 
and rational behaviour 
in toxic states due to drugs 
and infective agents . . . 
and Orovite—high dosage 
vitamin B complex 
Standard Reference Cards for oral use— 
Factual information on all for rapid restoration 
our products is available of glucose metabolism. 


Produced in accordance with 

A.B.P.|. Specifications, cards can be 

obtained from our representatives 

or from Vitamins Led VITAMINS LIMITED 


Upper Mall, London, W.6. 





TRAVEL NOTES 


Isles of the Atlantic 
By PENELOPE TURING 


For five hundred years Madeira and the Canary 
Islands have been strategic ports of call on the 
voyage across the Atlantic. Columbus knew 
them well, and in the unchanging world of the 
seas it is not such a far cry from the intrepid 
discoverer to modern cruise ships bound for the 


Fic. 1 Ribeiro Frio, Madeira 


Before that 
wrapped in 


winter charms of the Caribbean 


Madeira seems to have been 


mystery, but the Canaries had a romantic fame 
in the dawn of history and 

handed down as the Fortunate 
Garden of the Hesperides, beyond the Pillars 


their charm is 


Isles, and the 


of Hercules 

It is an enviable reputation: to have 
regarded as islands of delight through so many 
ages. And still the holidaymaker turns to them 
for the things for which the overworked and 
sunshine and 


been 


harassed twentieth century craves 
warmth, sea and flowers, peace, away from the 
traffic and politics of continents 


MADEIRA 
Madeira has always appealed to the English, 
who have played quite an important part in its 
history. The island was discovered in 1419 by 
two Portuguese courtiers, Joao Goncalves Zarco 
and Tristao Vaz Teixeira, who imported vines, 
sugar cane and cattle and established a thriving 
colony which became a base for maritime ex- 
plorers. Later came Christopher Columbus who 
made regular visits to the island and married a 
lady of Madeira. In the 1600's the wine trade 
brought English settlers, and in the 19th 
British installed by 


early 


century a garrison was 


treaty during the Napoleonic wars. More re- 
cently Bzitish have done much to 
increase the island’s prosperity, and it was an 
Englishwoman, Miss Phelps, who first spread 
the fame of the exquisite Madeira embroideries. 

There are few relics left from the pioneer 
days, though the cathedral remains, dating from 
1493, and thete is a fascinating old quarter of 
Funchal at the east end of the Avenida Arriaga. 
For the rest Madeira is the ideal place in which 
to relax. In winter the average day temperature 
is 63° F. (17.2° C.), in summer 71° F. (21.7° C.); 
it is so well known for winter holidays that the 
delightful summer climate is often overlooked, 
but it is worth remembering, and there are sub- 
stantial reductions in hotel charges during the 


tourists 


summer 


AND FLOWERS 

Bathing from the rocks or in the various swim- 
ming pools (there are no sand beaches), under- 
water fishing, sailing, sunbathing, golf, tennis, 
dancing every night at Reid’s, the Savoy, or the 
Flamingo Night Club—there is no lack of 
things to do in and round Funchal. Then there 
are glorious drives into the interior (fig. 1) or 
along the coast, and some fascinating hours to 
be spent among the island’s industries: wine and 
basketmaking (fig. 2), embroidery and tapestry. 


SUNSHINI 


FiG. 2.—Basketmaking in Madeira 


Taxis are available, or, since time matters little, 
there are the far more original bullock carts, 
toboggans, and you can even be carried in 
hammocks. 

The name of Reid’s Hotel is almost synony- 
mous with that of Madeira; it is the ‘classic’ 
hotel with long-established standards of com- 





THE 


charges are 
20%, less in 


fort and service. En 

55s. 6d. to gos. daily in 
summer. There are, however, other hotels. An 
excellent is the (37s. 6d. to 6535., 
summer reduction 30°,), there 
magnificent new hotel, the Santa Isabel, which 
73s. od., 20° 


pensit m 
winter, 
one Savoy 


and is also a 


has just opened (48s. 9d. to 

reduction). ’ 

Leisurely comfort is the keynote of this 

island—actually Madeira is one of a group of 

eight islands, but one always thinks of it alone 
and sunshine, and the prodigal exuberance 

roses, orchids, flowers, 


of flowers passion 


hydrangeas, the familiar beauty of carnations 
and the rare frangipani tree. It might have been 
created for the holidaymaker, and the sense of 
peace is accentuated by the fact that there are 


no regular air services. By sea the voyage from 


Southampton takes about three days. 


THE CANARIES 
The Canaries have quite a different character. 
considerably farther 
south and African shore 
Madeira is 340 Atlantic; 
Lanzarote, easternmost of the Canaries, is only 
There is an African 
luxuriance in the vegetation and a wonderful 
blending of tropical and sub-tropical plants 
Yet the islands remain essentially Spanish, and 
have the grace 


For one thing they are 


also nearer to the 
miles out into the 


72 miles from the coast 


the houses and gardens and 
dignity of Spain 

There are 
honours are divided, 
character. The two chief ones are Tenerife and 
Grand Canary, and the visitor who wants com- 
fort should certainly stay on them. 
Santa Cruz, capital of Tenerife, has a luxury 
hotel, the Mencey, and the rst class B Hotel 
Orotava, as well as cheaper places. Las Palmas 
(fig. 3), on Grand Canary, has the luxury Santa 
Catalina and three hotels: Eden, 
Gran Canaria, and Gran Hotel Parque. The 
other islands—La Palma, Fuerteventura, Lan- 
zarote, Gomera and Hierro—all have accom- 
modation of a sort but with a few exceptions 
it is in very simple pensions. It is worthwhile 
to stay at a good hotel, for basic charges are still 
moderate: about 30s. a day en pension at the 
luxury hotels; 25s. at 1st class A, under {1 at 
the others; plus certain percentages for service, 


and 
own 


islands, 
having its 


seven principal 


each 


one of 


1st class A 


taxes, and the like 


OLD TOWNS AND MOUNTAINS 
It is hard to define the special fascination of the 
Canaries. Tenerife has the spectacular moun- 
tain of Teide, rising to about 12,000 feet and 
snow-capped, and you can make an expedition 
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there partly by car and partly on horseback 
Santa Cruz itself is not especially beautiful, but 
a gay, colourful place, and an excellent holiday 
centre 

The real magic of the island lies in the old 
towns like Orotava, with its ancient palaces and 
shady patios, and along the glorious road from 
there via E] Realejo and San Juan de la Rambla 


FIG. 3 Las Palmas, Grand Canary 

to Icod. La Laguna is another fascinating old 
town with quiet streets and wooden balconies 
overgrown with flowers. Grand Canary also has 
mountain country and an 
amazing range of climate and scenery: the rich, 
sub-tropical valley of Angostura, the desert of 
Maspalomas, volcanic craters, wonderful gar- 
The town of Las 


some magnificent 


History is here too. 
founded in 1478 in 
Ferdinand and Isabella, and from there rein- 
forcements were sent to Hernan Cortes for the 
There is the house where 
Columbus and in the square of San 
Antonio Abad is the hermitage where he prayed 


dens 


Palmas was honour of 


conquest of Mexico 


stayed, 


for a safe voyage 

The 
beaches, and although not so 
Madeira they do not lack for all the comforts 
of a holiday. The choice is a difficult 
though of course it is possible to plan a holiday 
with visits to both little worlds. 


beautiful sand 


‘English’ as 


Canaries have some 


one, 





rhe return trip from Southampton to Madeira by the 
Bergen Line Venus (1st class only) costs from about {£74 
less during the autumn. There are a number of 


Madeira at from 


eturn 
other shipping lines which also serve 
about £27 tourist class. Details from the Casa de 
Portugal, 2¢ Regent Street, London, S.W.1. The 
voyage to the Canaries takes four to five days, fares are 
much the same as to Madeira. By air via Madrid, 9 to 10 
hours, £82 1s. return (lower mid-week day and night 
Details from Spanish National Tourist Office, 
London, S.W.1. 


single 


Lower 


tares) 


70 Jermyn Street 
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10 undetected EY * dip-and-read 
diabetics. ~ Clinistix 


in every 


GP’s care 
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FOR PATIENTS 
WHO FEEL ROUGH 
—VILLESCON 


Villescon benefits the run-down 
patient in three ways: 


BETTER APPETITE 
*Villescon has helped to restore 
a more than normal appetite 

by the fifth day of treatment”’.! 


BETTER BREATHING 
“The results in certain respiratory 
diseases were striking”. 


BETTER OUTLOOK 

“Relief from mood disorder, 
lassitude, and anorexia were chiefly 
reported with Villescon”.3 


1. Lancet, 1960, i, 207 
2. Arzneimittel-Forsch, 1958, 8, 417 
3. Scot. med. F., 1959, 4, 567 


FOR EVERY 
TONIC 
PRESCRIPTION 
—VILLESCON” 


1-phenyl-2-pyrrolidino-pentane hydrochloride, with vitamins. 


Manufactured and distributed in the U.K. by Pfizer Ltd, Folkestone, Kent for 
C. H. BOEHRINGER SOHN, INGELHEIM AM RHEIN 
Registered proprietors of the Trade Mark * Regd. Trade Mark 





BRIDGE NOTES 


More Guile 
By E. W. DENHAM anpb M. A. FREESTONE 


ONE evening when our regular group wer first trick did succeed in attracting a second 
seated round the bridge table, all the hands for lead in the suit. Of course, Bentinck, if you had 
some time had been very straightforward until led the Queen or Jack on the second round the 
Dr. (dipus was partnering Mr. Scalpel. Two _ result would have been the same, for I could 
hands of a deal made by Dr. Cdipus were a have taken the trick with my Ace and then led 
to the 10 so establishing that card. It was not 
very long ago that our subject was false dis- 
carding by the defence, but, as vou have just 
seen, this form of deception can easily be a 
two-edged sword. What is sauce for the goose 


follows 


West 
(Dr. Bentinck is sauce for the gander’ 


@hos 
Po73 He went on: ‘Continuing with the subject of 

O86 ; 
3 i a 16 ania discarding, perhaps I might mention that there 
F Dr. (Edipus are cases where a good deal more help than I 


received on this occasion must be given by the 


] 


Dr (Edipus opened 1 spade, Mr Scalpel I ’ 
»onents, if a contract is to be successful. I'll 


2 hearts, and when Dr. (dipus replied wit 


opT 
- : set out a deal to illustrate’. The following dis- 
no-trumps, Mr. Scalpel raised him to ‘ 
ps tribution was placed on the table 

trumps. The defence passed throughout 

Dr. Bentinck led the King of clubs, and wher North 
table Dr. CEdipu @o8s62 
: : 9S 
wondered how Mr. Scalpel had dared to rais« @AKQ4 
him to the contract of 3 no-trumps on his eight West 97 


points including a bare Jack. However, without 


dummy was placed on the 


revealing a trace of his feelings he expressed the 
usual thanks to his partner. Meanwhile Dr 


Sout! 
AK4 
Ags 

8 
\ 


Bentinck was pleased to see from dummy that 


his King of spades was a likely re-entry. The OS 
King of clubs won the first trick, dummy's 
card being the 4, Mr. Forceps playing the Dr. CEdipus went on: “The contract here is 
and Dr. CEdipus the 8. As the 2 had no three no-trumps by South. West leads the 3 of 
appeared Dr. Bentinck deduced that Mr. For hearts, showing at te most five in the suit. To 
ceps must have it and was showing the 9 as a 4Void_relying on the finesse in clubs, which 
‘come-on’ signal for a lead to his Ace. Dr offers only an even chance, the play is to make 


Bentinck also deduced that care had to 
dummy taking less the distribution is 4—o, a far better than 


the Ch “es ‘ chance. But to make all the diamonds one 


five diamond tricks —and this can succeed un- 


taken to prevent the 10 
trick. He thereupon led 


fact was that the trick was taker 


resu 
must be discarded from declarer’s hand. This 
The complete deal was as follow involves unblocking play which often declarer 
can manage without assistance Here however 
an opponent must help Declarer will play his 
Ace on the second round of hearts and lead one 
hoping that West will take the lead and 
West "3 s t make his remaining three heart tricks so en- 


Dr. Bentinck) ' ' , 
ntin bling declarer to make the essential discard of 
@hos ) 
9073 liamond from his own hand 
eur 4 . 
@KQj 63 S I'll agree that in this case playing double 
< j ium suggests other possibilities The con- 
K be made by plaving the Ace of 
3 ; } rts on the second round, followed by the 
and King of spades, and three diamonds 


f 


Dr. (Edipus would have prefer ! t before throwing West in with the heart for him 


sound his own praises but h t he should o make the hearts. But even then justice would 


make some comments fo b it o be done if West did not seize the opportunity 
friends. He explained, ‘When considering n to make the hearts but allowed East to take the 
plan I based my play on discouragi1 lead « lead on the third round of hearts to lead a club 
spades or diamonds an waking two tricks i He could, of course, have cashed any spades he 


clubs. My holding up of the s on the had retained 
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Mio-Pressin a balanced combination of 
rauwolfia, protoveratrine and 
‘Dibenyline’ gradually lowers blood 
pressure and keepsit low 


MP: PA60 (Col *Mio-Pressin’ and * Dibenyline’ are trade marks Brit. Pat. No. 673509 


Formula: Rauwolfia serpentina (whole root) 25.0 mg.: protoveratrine 
0.2 mg. and * Dibenyline’ (phenoxybenzamine hydrochloride) 5 mg. 


SMITH KLINE & FRENCH LABORATORIES LTD - WELWYN GARDEN CITY - HERTS 








“In general practice atleast 


40°), of patients ‘ have symptoms 








Poy mitlalejilelar-\ ro ltt) mt * |) ine 





Lancet (1958) 1, 525 


BellergalfRetard 


BY ‘ SANDOZ 


in functional disorders 


1 tablet night and morning for continuous control of symptoms , 
— ~ 
23 Great Castie Street 
Sandoz House 
London, W.1 
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During pregnancy the demands on all 


yeast extract maternal resources are increased. Diet, 
therefore, assumes a particular importance 
during this period. Marmite, taken as a 
drink or in sandwiches, or used in cooking 

in P is popular among expectant mothers and 

in Fregnancy raises the level of the B vitamins in their 
diet. 


The opinion has been expressed that the 
need for vitamins, especially those of the 
B complex, is increased in frail elderly 
persons. These essential nutrients seem to 
exert a beneficial effect even when the 

3 ie diet appears to be adequate. Marmite isa 

in Geriatrics yeast extract containing all the known 
factors of the vitamin B group; it can easily 
be incorporated in the diet and is econo- 
mical to use. 














MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3 


Salt-free Marmite is available for inclusion in low-sodium diets 








Literature on request 











AMPHETONE 


* REGISTERED TRADE NAME 


Si it 9 ee SH, 


A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without 
increasing the patient's appetite, we consider Amphetone 
unique. It combines for the first time, Dexamphetamine 
Sulphate and Strychnine with Glycerophosphates and 
members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well- 
being, this being followed by the well-known tonic effects of 
the other medicaments. Clinical reports have been excellent, 


FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain: 
Strychnine Hydrochloride B.P., 1/60 grain: Calcium Glycero- 
hosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C., 
5 grains; Aneurine hydrochloride B.P., 1/30 grain: Nicotin- 
amide B.P.,, 1/4 grain: Riboflavine B.P., 1/60 grain; Syrup of 
Blackcurrant P.B.C., 2 fluid drms.; Water, to 1/2 fliud ounce. 


[roan] [=] 


Available in bottles containing 10, 20, 40, 80 fluid ounces. 
Basic N.H.S. Price 4/9, 8/9, 15/6, 27/9 each. Exempt from tox. 


In association with J. C. Arnfield & Sons Ltd. 


JAMES WOOLLEY, SONS & CO. LTD., victoria BRIDGE, MANCHESTER 3 
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A LIN ACID ADSORBENT 


Palatability—plus remarkable 
initia! speed of action 








—_ 
atte ase. 


As a consequence of the wide and successful prescribing of DROXALIN TABLETS in gastric 
ulcer, hyperacidity and in sickness of pregnancy, a demand arose for a liquid version of the 
DROXALIN formula. Introduced in 1958 as DROXALIN GEL this liquid formulation already has made 
a high reputation and is now widely prescribed. pROXALIN GEL is remarkable in its initial 
speed of action. Over the first two minutes, it is as much as three times as effective as the 
most prescribed acid adsorbents—Aluminium-Hydroxide or a well prescribed mixture of 
Magnesium Trisilicate and Aluminium Hydroxide. This initial speed of action is a potent 
factor in the management of gastric pain. DROXALIN produces no acid rebound or other harmful 
side effects. The well known palatability of proxaLi tablets is maintained in the Gel. 


DROXALIN 


ACID ADSORBENT 








ACTIVE INGREDIENTS DOSAGE PACKS AND PRICES 
TABLETS. Dried Aluminium Hyd- TABLETS. |r gastric ulcer: 2to4 TABLETS. !n Hygienic film strips 
roxide Gel, B.P., 2.5 grains ; Mag tablets, chewed, every 2-4 hours. of 6, in cartons of 30 and dispensing 
nesium Trisilicate, B.P., 2.5 grains. n hyperacidity and Sickness of packs of 504. Basic N.H.S. cost 2/2d 

t ts as required. for 50 tablets, 
GEL. One teaspoontu! (3.5 mis astr er: One or 
contains 60 grains Alur , aspoontuls half an ho GEL. 8 oz. and 80 oz. bottles. Basie 
Hydroxide Gel B.F auiva te me Repeat as necessar N.H.S. cost 2/2d 8 oz. bottle, 
6 grains Dr Alun Y hyper jity and 
Hydroxide Ge! B.P.) and 5 ora Pregnancy : One or two CLINICAL TRIAL SAMPLES 
Magnesium Tr ate B.F tea as required ON REQUEST TO: 


PHILLIPS SCOTT & TURNERLTD - 179 ACTON VALE, LONDON W3 
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WHEN A BETTER 
SURGICAL 
STOCKING IS 
MADE— 
LASTONET 

WILL MAKE IT! 


The manufacture of surgical 

hosiery is our specialized business. 

Lastonet stockings are made to the 

exact measurements of your patient 

and ensure a perfect fit, maximum 

comfort and the utmost beneficial effect. 

Lightweight — yet strong. Cool — yet 

firm and guaranteed for six months. 

Elastic Net stockings are the lowest in 

~ cost of all types available and, when pre- 

“== =Dscribing this type, E.C.10 should state, 
Elastic Net Stockings”’. 

May we send samples and further details? 


Manufactured by Specialists 
LASTONET PRODUCTS LTD., 
Carn Brea, Redruth, Cornwall 





| Have you received your copy of 
MODERN CONTRACEPTIVE TECHNIQUE? 


This manual on contraception has already proved 
invaluable to doctors in advising their patients. It 
presents a concise and compact survey of methods 
commonly used, together with notes on methods which 
have medical approval, and also on others which are 
modern ' contra-indicated. You are invited to write for 
contraceptive thigh a Iti 


technique 





The case against “natural” methods 


Unreliable and harmful methods of contraception, such as 
“coitus interruptus ’”’, are chiefly used because of the slight loss 
of sensitivity experienced with protectives (condoms). This 
problem is now almost entirely overcome by Durex Gossamer, 
a new kind of /ubricated protective. Durex Gossamer is treated 
with Sensitol, a “‘non-wet, non-messy” lubricant which 
substantially increases the level of sensitivity. Samples of 
Durex Gossammer protectives on request. 


LONDON RUBBER CO. LTD. Dept. 306, HALL LANE, LONDON, E.4 
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Responsibility... 





“Tt is the responsibility of pharmaceutical manu- 
facturers to provide evidence that semi-synthetic 
otal progestins do not exhibit androgenic activity 
in the fetus of pregnant experimental animals 
before these preparations are released for general 


use. 
(J. Clin. Endocrinol., 1959, 19, 1369) 


GESTANIN 


the safe oral progestogen 


GESTANIN has all the basic properties of a true 
oral progestogen. It develops a fully secretory 
endometrium and maintains pregnancy without 
masculinisation in female infants or virilisation 


in the mothers. 


INDICATIONS 

Functional uterine bleeding. 
Premenstrual tension. 

Habitual and threatened abortion 


PACKS 
Tablets containing 5 mg. allylestrenol. 
Bottles of 30 and 100. 


ORGANON LABORATORIES LTD. 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2. 
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inal wu a world devoted to healing the sick, how 
pleasant it is for doctors to find a soap which is so 
much on their side. With its Liquor Carbonis Deter- 
gens constituent, Wright’s Coal Tar Soap is indeed the 
perfect antiseptic—safeguarding a doctor’s hands 
agains: infection and keeping them soft and smooth. 
Such a soap might so easily have been entirely 
‘medical’. Instead, Wright’s Coal Tar Soap has the 
fresh, wholesome qualities which make it the ideal 
toilet and bath soap, not only for dov- 
tors but for their patients too. 


The Golden 
Tablet in 
Bath and 
Toilet sizes 


COAL TAR SOAP 











‘CONSTANTLY AHEAD in the 


fight against ASTHM. 


RYBAR experience tells! The Rybar treatments for asthma are the most 
frequently prescribed. Continuous research cannot improve the original 
formula. Rybarvin remains the most reliable and effective treatment. 
RYBARVIN INHALANT brings instant relief from bronchial spasm. 
Attacks are shortened and their frequency reduced. It is equally 
suitable for children. Non-irritant—free from excess acid— 
non-habit-forming. 











RYBAR INHALER RYBARVIN FORMULA 
has been specially de- Pituitary Extract. Posterior 

signed for aerosol Lobe... 0:20% wiv 
therapy. Methylatropine Nitrate . 014% wiv 


Papaverine Hydrochloride 0-08% v 
Both Rybarvin and oo sie * ao 


the Inhaler may be Adrenaline 0-40% wiv 
rescribed on Ethyl! Para-aminobenzoate 020% wiv 


-H.S. Form E.C.10 


Samples and details of trial 

outfits forwarded on request. 
LABORATORIES LTD. 

TANKERTON +: KENT 

















SEDATION. 
QUIEINESS = 


PARABAL 

Detoxicated phenobarbitone, 
provides the best anti-tensive 
whenever a sedative 

or tranquillizer is required. 

There is no hangover or depression 
with Parabal. 


Basic N.H.S. cost 50 tablets for 2/3. 





Samples and literature on request. 


West Pharmaceutical Company Limited 
9 Palmeira Mansions Church Road Hove3 Sussex 


‘ciephone: Hove 772215/6 





AN OLD MAN'S. 


confirms 


the singular 


safety of 
‘DISTAVAL’ 





This case (B.M.J., 2, 635, 59) is typical of an 

increasing number of reports, confirming the remarkable 

safety of ‘DISTAVAL’—the non-barbituric sedative and hypnotic. 
Today, of course, the dangers of barbiturate poisoning are a 
source of very real concern to the medical profession. 


Little wonder that more and more doctors are turning to 
, 
‘Distaval’ as the rational answer to this urgent problem. 


‘DISTAVA D? 20... 


TRADE MARE 


DOSAGE: 
Asa night-time Adults: 50 mg.—200 mg. 


satoes nis Infants and children: 
25 mg.—100 mg. 


*‘DISTAVAL’ 25 mg. tablets in tubes of 24 and As a day-time Adults: 25 mg. two or 
bottles of 100, 500 and 1,000 sedative three times daily. 
*‘DISTAVAL’ FORTE 100 mg. tablets in tubes of 
Infants and children: 
1 a 500. 
18 and bottles of 100 an Half to one 25 mg. tablet, 


Basic cost to N.H.S. of 12 tablets from dispensing to th 
pack of 100—1/- and 2/8d. according to strength. one to three times daily. 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, 8.W.19 
Telephone: LIBerty 6600 


Owners of the trade mark ‘Diataval’ 
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Chelated 
Taeles 


in Pregnancy 
and Paediatrics 





Two Plesmet-Ferrous aminocetosulphate complex was 
shown in two recent clinical trials (1. 2.) to produce 


Recent _ impressive results in anaemia of pregnancy and in 
hypochromic anaemia of children. 











Trials In these two trials with PLESMET in 51 pregnant 
patients and 32 young children with hypochromic 
anaemia, attention was drawn to the rapid absorption 
and utilization of iron in this form and to the effec- 
tive haemoglobin levels attained (an average daily 
rise of 1%). 





Toleration in both groups was excellent and gastro- 
intestinal disturbances were virtually absent. 


For treatment or prophylaxis PLESMET provides an 
ideal form of oral iron at low prescription cost. 


Tablets cach containing: the equivalent 
of 50 ~ Ferrous Iron with 1 mg. 
Aneurine Hydrochloride B.P. 


Basic N.H.S. Price Bottles of 100— 2/84. 
Bottles of 1000—17/6d. 





Syrup each teaspoonful contains: the 

equivalent of 25 mg. Ferrous Iron with 

1 mg. Aneurine Hydrochloride B.P. in a 

blackcurrant flavoured syrup. (Specially 

recommended for children, and for adults 
References : who cannot take tablets.) 


1. Practitioner, 1958, 181, 731. Basic N.H.S. Price Bottles of 2 0z.— 2/-d. 
2. Practitioner, 1958, 181, 736. Bottles of 40 oz.—18/-d. 


COATES © COOPER <2 LTD. 
uit noone 


; 
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NEW 


LIBRIUM 


TRADE MARK ®2AND 


2-methylamino-5-pheny!-7-chloro-3H-benzdiazapine-(! 4) 4-oxide hydrochloride hemihydrate 


‘LIBRIUM 


The successor to the tranquilizers 


Literature & samples available from 
ROCHE PRODUCTS LIMITED 


15 MANCHESTER SQUARE, LONDON, W.1 
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Safeguard 
BOTH CHILDREN 


at 








by the use of an oral iron 
preparation of low toxicity. 


A new process has been used in the 
manufacture of Ferrodic Tablets 
to ensure stability of ferrous 
carbonate and to promote maximum 
: assimilation. Ferrodic Tablets are 
=e i extremely well tolerated and, being 
reduce many times less toxic than either 
the hazards {7 ferrous sulphate or ferrous gluconate, 
of gf = gastro-intestinal irritation is 
unusual. Furthermore, the risks 
IRON associated with accidental ingestion 


j by children are reduced. 
THERAPY \ 3 , ; 
. ® more than 5 times LESS TOXIC than 
with = ferrous sulphate 
@ more than 4 times LESS TOXIC than 


ferrous gluconate 
@ extremely well tolerated 
@ rarely cause gastro-intestinal irritation 
@ easy and pleasant to take 


ERRODIC 


TABLETS 





: Each tablet contains 
Ferrous iron (as should be sucked 


: Ferrous carbonate) : and pleasant 


: 50mg. Ascorbic acid | or chewed for 
: 5 . Pleasantl i ; 
Bebme: | eaantly better absorotion —§ ORAL IRON THERAPY 
SAMPLE OF 100 TABLETS ON REQUEST 
Made in England by ALLEN & HANBURYS LTD. LONDON E2 








progestogen 
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NU LACIN “has 


revolutionized the treatment 
of duodenal ulcer” 


**This new method of the 
administration of antacids (.Nulacin) 
has revolutionized the treatment of 
duodenal ulcer . . . milk drip is no longer 
part of our therapeutic stock in trade.” 


PROC, ROY. SOC. MED., December, 1958, 51, 1063 


Ne LACIN tablets, when allowed 


to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
ridden and ambulant patient. They 
may be relied on to provide a treat- 
ment for peptic ulcer as well as other 
conditions associated with gastric 
hyperacidity. 


The safety and effectiveness of 
Nulacin therapy has been proven 
by “‘in vivo” clinical work carried 
out in many countries. References 
to this work include :— 

Current Status of the Medical Treat- 
ment of Peptic Ulcer, Med. Times, 
January, 1958, 1, 74 

Antacids, The Practitioner, January, 
1957, 178, 43 

Antacids in Peptic Ulcer, The Prac- 
titioner, January, 1956, 176, 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract, 
Amer. 3. Gastro., December, 1956, 
26, 665 

Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
Amer. F. Dig. Dis., March, 1955, 22, 
67-71 

Management of Peptic Ulceration in 
General Practice, Med. World, De- 
cember, 1954, 81, 591-601 

Clinical Investigation into the Action 
of Antacids, The Practitioner, July, 
1954, 173, 46 

Further Studies on the Reduction 
of Gastric Acidity, Brit. 








Med. F., 23rd January, 
1954, I, 183-184 
Control of Gastric Acid- 
ity by a New Way of 
Antacid Administration, 
j. Lab. & Clin. Med., 
1953, 42, 955 

The Effect on Gastric 
Acidity of ‘‘Nulacin” 
Tablets. Med. 7. Aust., 
28th November, 1953, 
2, 823-824 








Nulacin tablets have no B.P. equivalent. The Basic N.H.S. price of the 25 tablet tube is 2/-. 


Further information is available from: 
HORLICKS LIMITED « PHARMACEUTICAL DIVISION 


SLOUGH . BUCKS 
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When signs of anxiety-tension 





are obvious... 
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Dartalan 
safe and effective in 


PSYCHOSES Particularly Toil’ 2e) alecialie! 


NEU ROSES Tension states and patients with 
obsessional traits 


GERIATRICS Agitated states in the elderly 


GENERAL MEDICINE Pain in inoperable carcinoma 
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when conventional therapy 
cannot reach the emotionally 
troubled patient with somatic illness 


makes the patient more accessible 


FENTAZIN TABLETS Contain. 2m img r &m perphenazine, in bo 


Of 50 and 500. FENTAZIN INJECTION Contains 5mg. perphenazine in 


tc.c. Boxes of 5 and 100:ampoule 


ALLEN & HANBURYS LTD Bethnal Green London E 2 
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Early Diagnosis of 
Pregnancy - 
now oral! 


/ \ 
cf boehringer & soehne gmbh: mannheim 
\ 


Tu Wed Thur 


Sun Mon Fri Sat : 
a i 
Es cod we | ne — 4! 


Only 
two dragees 
establish 


rel E-Tefales-yh> 


Gynaecosid’ 


Each dragée contains 5.0 mg methylestrenolone and 
0.3 mg methylestradiol 
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Durophet 


( RIKER ) Riker Laboratories Limited Loughborough Leicestershire 
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Where large doses are indicated... 


Ce-K-Sal tablets contain soluble aspirin to provide rapid absorption 
without gastric irritation, with the protective Vitamin C for 
its detoxifying effect and value in febrile disease and 
Vitamin K for counteracting haemorrhagic tendencies 
induced by prolonged and 
intensive acetylsalicylic acid therapy. 


FORMULA: Each tablet contains soluble aspirin equivalent to 
acetylsalicylic acid 325 mg. (gr.5), ascorbic acid 
(Vitamin C) 20 mg., acetomenaphthone (Vitamin K) 
0.35 mg 


Literature and samples on request 


Ce-K-Sal 


SAFE SOLUBLE ASPIRIN 


PAINES & BYRNE LTD. PABYRN LABORATORIES GREENFORD MIDOX 
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ROTER TABLETS are in Category "'S".' Literature on Request 
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epilepsy 
Spansule 
phenobarbitone 


the drug of choice in the most effective and convenient dosage form 


SMITH KLINE & FRENCH LABORATORIES LTD 
Welwyn Garden City, Herts 


FORMULA: Each phenobarbitone ‘Spansule’ capsule contains gr. 1 or gr. 14 phenobarbitone, 
acccriing to strength 
Spansuie’* is a trad2 moerk *Brit. Pat. No. 742097 SP: PA80{(co/) 





ANNOUNCEMENTS 








YOU CAN’T 
FORETELL THE 
FUTURE 


PREPARE FOR IT 


This Society specialises in insurance for the Medical and Dental Professions. 


Non Cancellable With Profit 

SICKNESS AND ACCIDENT INSURANCE, 
LIFE ASSURANCE. 

PERSONAL PENSION POLICIES. 


When you are buying a car or equipment why not ask for details of the Hire 
Purchase Scheme of our subsidiary company—the Medical Sickness Finance 
Corporation of 7 Cavendish Square, London, W.!. Tel. Museum 9348. 


Write to us for particulars, mentioning this advertisement. 


Telephone Langham 034! 
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If the answer is: “ Everything!” you need a 
filing system to master the chaos before the 
chaos masters you — and the most masterly 
filing cabinets are made by Amerson. Smart, 
efficient, in a variety of colours and finishes, 


Amselock filing cabinets save you time—no | 


hunting! — no worry; you cannot lose 
things! They are specially designed to 
accommodate N.H.S. Medical Records and 
can be built up gradually as your practice 
increases. 


For further information, please write to: 


AMERSON Ltd 


(Sele Proprietors of the Amselock Patents) 


MAGNOID WORKS, ALBERT RD., BRISTOL 2 
Phone: BRISTOL 78054 


Amselock filing systems are also available from 
leading Surgical Instrument and Office Equipment 
Suppliers. 


THE 

SAFEST 

AND BEST 
PREPARATION 
OF 

OPIUM 





Nepenthe holds pride of piace 
among the many preparations of 
Opium prod over the last 100 
years. Containing all the constit- 
vents of Opium, it does not cause 
the usual unpleasant after-effects, 
and is constantly effective over 


complete 

4, 8 and 16 ox. botties and for in- 
jection in § oz. rubber - capped 
bottles, sterile, ready for use. 


FERRIS & CO LTD. BRISTOL, 
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TONALIX + MIST. TUSSINFANS 
SEDRESOL OINTMENT - SYROTUS 
SYRUP. PECTORALIS RUB 
LOTIO ZINC. SEDATIVA 
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Peptic discomfort ? 


alos 


Pleasant-tasting, buffered 
antacid by Benger—a 
conservative, inexpensive 
first line of therapy in 


Aluphos is a trade mark 
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FIGHT CANCER 





WITH A WILL! 


When you are consulted about bequests for Medical work which 
deserves support, please remember the part played by the Imperial 
Cancer Research Fund. It receives no official grant and is entirely 
supported by voluntary donation and bequest. Pioneer in the field of 
cancer research, this organisation was founded by the Royal Colleges 
of Physicians and Surgeons to undertake this vital work in its own 
laboratories. Please help us when you can! 


IMPERIAL 
“= CANCER RESEARCH FUND 


PATRON : HER MAJESTY THE QUEEN 


Write for further information to A. Dickson-Wright Esq., M.S., F.R.C.S. 
Royal College of Surgeons, 61 C.R.F. Lincoln’s Inn Fields, London, W.C.2 
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Working for the Nation’s Children No. 47 


Teen-agers 


“TI,” said an Inspector of the National | 
Society for the prevention of Cruelty to | 
Children, “* am frequently asked to give my | 
advice concerning teen-agers. Young people | 
at that time of life are often at a stage when | 
a wrong step can have catastrophic effects. | 
Most parents realise this and many of them | 
come to see me to find out if I can help. 

“A recent case of this kind concerned a | 
14-year-old girl whose mother had come to | 
me burdened with anxiety. It seemed that | 
this girl, the eldest of five children, did not 
get on at all well with her father and there 
had eventually been a head-on clash. The | 
night before the girl had run out of the house | 
and slept in a garden shed. 

“In the past thismother had not goton too | 
well with her husband, but they had sunk 
their differences and I did not want old | 
animosity to be revived, as this would affect | 
the other four children. To cut a long story | 
short I was able to arrange for the teen-ager 
to live with her grandparent and there has | 
been no further trouble. Indeed her head | 
teacher recently told me that she is now 
doing better work at school than ever before.” | 

Cases like this—an actual case on the files | 
of the N.S.P.C.C.—are dealt with frequently | 
by the Society: for the scope of the Society’s | 
work is very much wider than cases of cruelty | 
or gross neglect. If the Society can do any- 
thing at any time to help children whose wel- | 
fare, happiness or future is in jeopardy, it | 
will do so. This vital humanitarian work | 
depends on your subscriptions and support. 
Please send your contributions to: 


The Director 


N-S°-P-C-C 
ROOM 103, VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped over 
100,000 children last year 
When advising on Wills and Bequests 
remember the N.S.P.C.C. 


Hyperacidity ? 


ll 


50 tablets in 5 rolls of 10 
N.H.S. Price 2/-. 
Also in gel form. 


Aluphos is a trade mark 

















“The funds of this old-established 
Society are invested in the homes of 
the people throughout the country.” 


Hastings and Thanet 
BUILDING SOCIETY 
e Deposits are Trustee Investments 
e Member of the Building Societies 
Association 
e Assets £35,000,000 
e Established over 100 years 


HASTINGS and THANET 
Building Society 
99, BAKER STREET, LONDON, W.! 
Telephone: WELbeck 0028 
Send for i Booklet” —it’s well 
worth reading 





BRANCHES AND AGENTS THROUGHOUT 
THE COUNTRY 














ANNOUNCEMENTS 




















y, 


| 
: 
| 


om; aw 


346,000 DocTORS 


The country with the most doctors is the U.S.S.R. 
with 346,000 or one to every 598 persons 
(Guinness Book of Records. P. 85) 


2,000,000 
GUINNESS 


are enjoyed every day 


(another Guinness record) 
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Non-depressant 
hypotensive agent 


DECASERPYL 


10-METHOXYDESERPIDINE 
@ Produces gradual reduction in blood-pressure; 
sudden marked hypotension does not occur. 
@ Avoids mental depression, drowsiness and fatigue. 


@ Dosage can be raised to hypotensive levels. 


NOW IN TWO STRENGTHS 5 AND 10 mg. 


New 10 mg. tablets, coloured pink, for convenience of 
prescribing and administration. 


YLLIILLLLLLLLELLLLLLLLLLLL_ 


DOSAGE 
Initially, one 10 mg. tablet thrice daily (30 mg. daily) 
adjusted up to 60 mg. or down to 15 mg. daily, if required. 


PACKING AND BASIC N.H.8. PRICE 
White 5 mg. Scored tablets : 


\ 
\ 
\ 
\ 
\ 
\ 
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\ 
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\ 


20 ..eeceece--8/6; 100 ......... 42/23 $00.....0.. 190/- 


Pink 10 mg. Scored tablets : 
aa Sees: ae | eee 


L177 
SSSSSISLL LLL LL, 


ROU L 


LL] 


LONDON, N.W.10 
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the finest method of 


encouraging normal evacuation 
Despite the innumerable laxatives 
introduced since Taxol—it still remains 
the treatment of choice amongst 
physicians for the easy re-establishment of 
normal evacuation. Without purgation, 
Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowei action. It is 
the method of choice for pre-operatory 
preparation, particularly for perineal 
and rectal interventions, and for 
use after operation, 


ij ABOQRATORIES LED 


101 GREAT RUSSELL STREET, LONDOW, W.C.1 
Telephone: Museum 2042-3 Telegrams :; Taxolabs Phone London 
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physicians for the easy re-establishment of 
normal evacuation. Without purgation, 
Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 
the method of choice for pre-operatory 
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use after operation. 
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‘ANCOLOXIN’ 


TRADE MARK 


BASIC N.H.S.PRICES Although many women today realise that occasional 
morning sickness is a normal, though unpleasant part of 
+ sem of 10 tablets pregnancy, they will turn to you for advice and help in 
Bottles of 60 tablets these vital early months. Reassure your patient. Prescribe 
4 ANCOLOXIN, which is now well established as a real comfort 
to expectant mothers, in controlling pregnancy sickness. 
Each tablet presents meclozine hydrochloride 25 mg., plus 
pyridoxine hydrochloride (vitamin B,) 50 mg. 
Meclozine hydrochloride is given for central control of the 
vomiting, and pyridoxine hydrochloride for basic meta- 
bolic restoration. 


DOSAGE 2 tabiets at night until the condition is under control 
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